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FEWER TRANSFUSIONS with preoperative use 


Supplied: 


SALICYLATE (Brand of carbazochrome salicylate) 


The number of hospital patients given blood rose from 
1.6 million in 1952 to 2.2 million, or 9.2% 
of all hospital patients, in 1958. 


Preoperative use of Adrenosem minimizes the necessity 
for transfusions. Adrenosem controls operative and 
postoperative bleeding (small vessel oozing). It provides 
a clearer surgical field, shortening operating time.? 


Adrenosem is indicated both pre- and postoperatively in any 
procedure where bleeding presents a problem—from 
adenoidectomies and tonsillectomies to Z-plasty operations. 


AMPULS .. . 5 mg., 1 cc.; packages of 5 


TABLETS. . . 1 mg. (s.c. orange); bottles of 50 
2.5 mg. (s.c. yellow) ; bottles of 50 


Syrup ...2.5 mg. to each 5 cc. (1 teaspoonful); 4 oz. bottles 


1. 1958 Report of American Red Cross Joint Blood Council 
2. References and detailed literature available on request. 


+U.8. Pat. Nos. 25818560, 2506294 


THE S. E. JIWVASSENGILL COMPANY 


Bristol, Tennessee * New York ¢ Kansas City * San Francisco 
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“WE'VE ALWAYS COOKED 
with GAS... 


“Gas has always provided the speed we need for all 
cooking operations. The temperature is easily con- 
trolled, and the over-all economy of operation and low 
maintenance cost have more than backed up our choice 


of gas equipment.” 
Chef Harvey Shelton 


NOW WE COOL wiTtH GAS 


TOoO...USING CARRIER 
ABSORPTION REFRIGERATION” 


When planning air-conditioning for West Suburban 
Hospital in Oak Park, Illinois, intensive studies 
proved gas best for cooling as well as heating and 
cooking. By adding a Carrier absorption unit, the 
hospital was able to take advantage of summertime 
idle boiler capacity. 

A gas-fired Carrier Automatic Absorption Refrig- 
eration unit uses low pressure steam or hot water 
to produce refrigeration for air conditioning and 
processing. And it does this directly without the use 
of a prime mover. Thus it puts heating facilities on 
a full time, year round paying basis. It converts 
seasonally idle or excess boiler capacity into dollars. 
This is only part of the story of the efficiency and 
economy of specifying gas-fired Carrier Automatic 
Air Conditioning equipment. Specific performance, 
engineering data and cost details are yours for the 
asking. Just call your local gas company, or 
write to Carrier Corporation, Syracuse, New York. 
American Gas Association 
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Gas -fired Carrier Automatic Absorption Refrigeration 


cuts operating expense 

lowers installation cost 

provides quiet, vibrationiess operation 
answers space and weight problems 
automatically adjusts to varying loads 
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anxiety. 
intensifies 


NEW DARVO -TRAN “relieves site more effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain-anxiety spiral. — , 
Darvo-Tran adds the tranquilizing effects of Ultran® to the established analgesic advan- 

tages of Darvon® and A.S.A.®. Clinical and pharmacologic studies have shown that when 

pain is accompanied by anxiety, the addition of Ultran enhances and prolongs the analgesic | 


effects of Darvon. 
Each Pulvule® Darvo-Tran provides: Usual dosage: 
Darvon .... 32mg. 1 or 2 Pulvules three or four times daily.- 
ASA 325 sth ; TO RAISE PAIN THRESHOLD Darvo-Tran™ (dextro propoxyphene and acetylsali- | 
oon cylic acid with phenaglycodol, Lilly) 
Ultran. . . . . 150 mg. TO RELIEVE ANXIETY Uttran® 
arvon® (dextro propoxyphene hydrochloride, 
Darvo-Tran does not require a narcotic prescription. A.S.A.® (acetylsalicylic acid, Lilly) 
EL! LILLY ANDB COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Nurses Station Equipment The Job 


Aloe Exclusive Units Developed To Do A Specific Job 


Alone Or Coordinated In Assemblies of Any Desired Size 


Multi-Service Storage-Sink unit with Nar- 
cotics Locker—a complete work center. 


és 
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Whether you plan a Nurses Station to pro- 
vide nursing service for a small number of beds 
or a large, busy division, Aloe has designed 
and manufactures equipment for the job. 


Hospital Tested in Use 


Aloe recognizes complete acceptance of any 
Aloe developed unit only after long use in a 
large cross section of the nation’s hospitals. 
Each unit shown here is now in use in many of 
the world’s leading hospitals, and is fully ac- 
cepted as equipment designed and built accord- 
ing to the highest standards in the industry. 


OUR 101st 


A. S. ALOE COMPANY 


DIVISION OF THE BRUNSWICK-BALKE-COLLENDER COMPANY 


1831 Olive Street, St. Lovis 3, Mo. 


18 FULLY STOCKED DIVISIONS COAST-TO-COAST 


set on tab! -; 10, 20, or 30 chart size. 


Aloe-Designed and Manufactured 


All the equipment shown here was originally 
designed and is manufactured in our own St. 
Louis factory. Experienced Aloe equipment engi- 
neers work closely with hospital authorities to 
develop specific units or coordinated assemblies 
to meet the exact requirements of the hospital 
user. 


Functionally interrelated Units 


Aloe Nurses Station equipment has been de- 
signed to function in coordinated groups regard- 
less of size of assembly. Time and labor is saved, 
permitting a greater volume of work to be accom- 
plished in less space withk’minimum confusion. 


Pianning Service 
Aloe Equipment Planning Service, staffed by 
experienced equipment specialists, is prepared 
to give you expert assistance in equipment lay- 
out and selection. Write 
or see your Aloe Repre- 
sentative for details. 


You will find complete specifi- 
cations of Aloe Nurses Station 
Equipment in ovr 804-page 
General Catalog No. 189. If this 
world’s most complete catalog is 
net in your files, your Aloe Repre- 
sentative will be happy to supply 
you with a copy. 


McGregor Chart Desk—20, 30, or 40 chart capacity Chart File—Build in counter, hang on wall, Suggested assembly of modules: | 5-chart 
Midget McGregor (inset)—18 chart capacity. 


units may be assembled in banks. 
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The Aloe-Exclusive Revolving Chart 

Holder (at right above) has gained 
tremendous popularity during the past 
decade. Reasons are obvious: unequalled 
convenience in actual use, and great 
variety of possible arrangements for 
convenience of access. Arrangement shown 
above (left) solves a common problem 
involving free access to the charts by both 
doctors and nurses without mutual 
interference. Counter model unit may be 
placed between areas divided by an actual 
partition or opposite seating. At right is 
shown a few of the many other possible 
arrangements of this versatile unit. 
Available in 20, 30 and 40 chart capacities. 
Mobile unit also available (inset). 


Mobile unit used alongside Nurses desk. Mobile Chart File with folding work shelf; Alumiline Koenig Dressing Cart carries com- Alumiline Dispensa-Cart—a complete, one- 
Easy to modify or expend. | evailable 20, 30, or 40 chart capacity. plete facilities for dressing service. trip medicine dispensing unit. 
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hospital association meetings — 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1960 


Aug. 29-Sept. 1—62nd annual meeting, San - 


Francisco (Civic Auditorium) 

Feb. 3-4 Midyear Conference of Presidents 
and Secretaries, Chicago (AHA Head- 
quarters) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH JUNE 1960 
(American Hospital Association institutes 


are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTPACE 
type. Other organizations in the health field 
are shown in ITALICS.) 


JANUARY 


10 Puerto Rico Hospital Association, San 
Juan (Puerto Rico Medical Association 
Building) 

11-15 Operating Room Administration, 
Cleveland (Pick-Carter Hotel) 

21-22 Alabama Hospital Association, Bir- 
mingham (Hotel Dinkler Tutwiler) 

21-22 Association of Medical Record Con- 
sultants, Chicago (Morrison Hotel) 


4 


Only one patient is the 
right one to receive the 
prescribed treatment. 
How can you be sure? 
Hollister’s new Line-O- 
Vision Bed Sign re- 
minds all personnel 
what care is needed. 
Then Hollister's famous 
Ident-A-Band gives un- 
mistakable proof of 
identity. Together, they 
add up to the right care 
for the right patient... 
every time. 


133 North Orleans Street 


25-29 Nurse Anesthetists, Pittsburgh (Pick- 
Roosevelt Hotel) 

26-28 Community Relations for Hospital 
Auxiliaries, Chicago (AHA Headquar- 
ters) 


FEBRUARY 


4-6 American College of Hospital Ad- 
ministrators, Third Annual Congress 
on Administration, Chicago (Morrison 
Hotel) 

6-9 American Medical Association, Con- 
gress on Medical Education and Li- 
censure, Chicago (Palmer House) 


15-18 Obstetrical Nursing Administration, 


Chicago (AHA Headquarters) 

16-18 Na@tional Association of Methodist 
Hospitals and Homes, Columbus, Ohio 
(Deshler Hilton Hotel) , 

16-19 American Protestant Hospital Associ- 
ation, Columbus, Ohio (Deshler Hilton 
Hotel) 

22-26 Association of Operating Room 
Nurses, New York City (Statler Hilton 
Hotel) 

23-25 Quebec Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 

29-Mar. 2 Labor Relations, Chicago (AHA 
Headquarters) 

29-Mar. 2 Methods Improvement, Toronto, 
Ont., Canada (Royal York Hotel) 


MARCH 


7-9 Directors of Hospital Volunteers (Ad- 
vanced), Philadelphia (Bellevue-Strat- 
ford Hotel) 

7-10 Nursing Service Supervision, Kansas 
City, Mo. (Bellerive Hotel) 

10 Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 

21-24 American Academy of General Prac- 
tice, 12th Annual Scientific Assembly, 
Philadelphia (Convention Hall) 

21-25 Dietary-Housekeeping-Nursing Depart- 
ments Relationships, Chicago (AHA 
Headquarters) 

22-24 Kentucky Hospital Association, Louis- 
ville (Kentucky Hotel) 

24-26 Louisiand Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 

23-30 New England Hospital Assembly, 

_ Boston (Hotel Statler) 

31-April | Georgia Hospital Association, 

Jekyll Island (Wanderer Motel) 


APRIL 


3-7 Annual Conference of Blue Cross 
Plans, Los Angeles (Statler Hotel) 
4-6 Administrators’ Secretaries, Dallas 
(Adolphus Hotel) 
4-6 Hospital Organization, Chicago (AHA 
Headquarters) 
4-7 Ohio Hospital Association, Columbus 
(Veterans Memorial Auditorium) 
4-8 American College of Physicians, San 
Francisco 
4-8 Nursing Service Agministration, 
Omaha (Hotel Blackstone) 
11-15 Hospital Engineering, Minneapolis 
(Radisson Hotel) 
20-21 Insurance for Hospitals, Atlanta 
(Henry Grady Hotel) 
21-22 Carolinas-Virginias Hospital Confer- 
ence, Roanoke (Hotel Roanoke) 
25-28 American Dietetic Association, Los 
Angeles (Shrine Auditorium) 
25-28 Association of Western Hospitals, Los 
Angeles (Statler Hotel) 


(Continued on page 115) 
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CENTRAL 
OXYGEN 
SUPPLY 
SYSTEM 


or 


Emergency life-line to every room 


Modern hospitals the nation over have found central oxygen supply 
far more efficient than old-style methods. With a central system as 
GD provided by Liquid Carbonic, you can have life saving oxygen instantly 
available in any room in your hospital. No bulky equipment to wheel 


} 

| 

4 


Oo wa, “ around, no problems of cylinder replacement at inopportune times. 


Liquid Carbonic’s guaranteed service policy assures you a continu- 


ous oxygen supply where you want it, when you want it, by simply 
4 plugging in a connection at any convenient wall outlet. 
CORPORATION 


There’s a Liquid Carbonic central supply system to fit every 
hospital, old or new, for inside or outside storage units, flush or 
exposed wall mounted service outlets. 


_ Contact Liquid Carbonic today for your free copy of the new 
Hospital Piping Manual, a comprehensive technical guide that will 
prove invaluable in your planning. 


Oxygen ¢ Nitrous Oxide * Carbon Dioxide * Cyclopropone 
Helium « Ethylene « Gos Mixtures * Oxygen Therapy Equipment 


GENERAL DYNAMICS CORPORATION ° Liquid Carbonic Division * Dept. H © 135 South LaSalle Street, Chicago 3, Illinois 


In Canada: Liquid Carbonic Canadian Corporation, Ltd., Montreal 9, Quebec 
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officers, trustees and councils 


OF THE AMERICAN HOSPITAL ASSOCIATION 


President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


President-Elect 


—, S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 


Immediate Past President 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


Treasurer 


— N. Hatfield, Passavant Memoria! Hospital, Chicago 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 


Chicago 11 


Secretary 
— J. Norby, 840 North Lake Shore Drive, Chicago 
1 


Assistant Secretary 
James BE. Hague, 840 North Lake Shore Drive, Chicago 
ll 


Assistant Treasurer 
se E. Sullivan, 840 North Lake Shore Drive, Chicago 


BOARD OF TRUSTEES 


Chairman: Russell A. Nelson, M.D., ex officio, Johns 
Hopkins Hospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

Frank &S. Gromer, ex officio, Baptist Memorial Hos- 
pital, Memphis 3. 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chieago 11 


Term Expires 1960 


Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 

e tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamiey, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 1961 


D. R. — M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence FE. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Term Expires 1962 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland 
County, Columbia, 8.C. 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Coordinating Council 


Chairman: Frank 8S. Groner, Baptist Memorial Hospi- 
tal, Memphis 3. Tenn. 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

H. Charles Abbott, Hospital Service of Southern Cali- 
fornia, Los Angeles 27 

Strong Memorial Hospital, Rochester 


E. Dwight Barnett, M.D.. Palo Alto-Stanford Univer- 
sity Hospital Center, Palo Alto. Calif. . 

George Cartmill Jr., Harper Hospital, Detroit 1 

Mrs. Palmer Gaillard Jr., Mobile. Infirmary Women's 
Awxiliary. Mobile 16, Ala. 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Boone Powell. Raylor University Medical Center of 
Dallas, Dallas 19. Tex. 

Martin R. Steinberg, M.D., Mount Sinai Hospital, 
New York 29 


Council on Administrative Practice 
Dabsnan: George Cartmill Jr., Harper Hospital, De- 
troit 


Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin. Tex. 

Jack A. L. Hahn, Methodist Hospital of Indiana, In- 
dianapolis 7 

George A. Hay (vice chairman), Hospital of the 
Medical College of Pennsylvania, Philadel- 
phia 


Term Expires 196! 


Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital. Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y. 


Term Expires 1962 
Graham, M.D., Ellis Hospital, Schenectady 


Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 

Secretary: Richard L. Johnson, 840 North Lake Shore 

Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, “cs University Medical 
Center of Dallas, Dallas 10, 

Term,Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, 385 27th St., Boulder, Colo. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far Hills, N.J. 

Term Expires 196! _ 

Avery M. Millard, California Hospital Association, San 
Francisco 2 


Sister Rose Marte (vice chairman), St. Mary's Hos- 
8. Dak. 


pital, Pierre, 

Rer. Granger Westberg, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8S. Brines. Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 
Rock, Ark. 


Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 


Secretary: Edmond J. Lanigan, 840 North Lake Shore 
Drive, Chicago 11 


Blue Cross Commission 
Chairman: H. Charles Abbott, Hospital Service of 
Southern California, Los Angeles 27 (1961) 


Term Expires 1960 

George T. Bell (vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre, 
Pa. 

Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, 

Ralph Hammersiey Jr., Associated Hospital Service of 
Capital District, Albany 10. N.Y 

William 8. MeNary, Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan, Alberta Blue Cross Plan, Edmon- 
ton, Alta 

HR. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Term Expires (96! 
Sam J. Barham, Kansas Hospital Service Association, 
Inc.. Topeka, Kans. 


Paul G. Drescher. Associated Hospital Service of New a 


York, New York 16 

Rt. Rev. Msgr. Robert A. Maher. diocesan director of 
health and hospitals, Toledo 2, 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

F. P. Rawlings ‘Ir. ., Group Hospitalization, Inc., Wash- 
ington 6 

Stanley H. Saunders. Hospital Service Corporation of 
Rhode Island, Providence 2, 

Term Expires 1962 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 


Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Martin R. Steinberg, M.D., Mount Sinai 
Hospital, New York 29 

Term Expires 1960 

Harry E. Panhorst: Washington University Clinics, St. 
Louis 10 

Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27. Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 


Term Expires 196! 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky. Ph.D.. Catholic Charities 
Bureau, Diocese of ot Cleveland 14 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 

W. P. Earngey Jr., Harris Hospital. Fort Worth 4, 


Texas 

Clyde L. Sihley. Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 

W. W. Stadel. M. D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Palmer Gaillard Jr., Mobile Infir- 
mary Women’s Auxiliary, Mobile 16, Ala. 


Term Expires 1960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz. 

Mrs. Harry Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. Louis 1 

Laura Vossler, Presbyterian Hospital in the City of 
New York, New York 32 


Term Expires 1961 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17 

Mrs. Leonard A. Lang, Women’s Auxiliary Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxillary, Rockford, 

Term Expires 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 


lie, N. 
Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 
Melba Powell, Coahoma County (Hospital) Women’s 
Auxillary, Clarksdale, Miss 


Secretary: Patricia Seemann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 


and Prepayment 

Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 

Term Expires 1960 

Herman Herold, North Louisiana Sanitarium, Shreve- 


port 7, La. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 8, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 

Term Expires 196! 

Dean A. Clark, M.D. (vice 
General Hospital, Boston 1 

John PD. Porterfield, M.D., surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 

Term Expires 1962 

Stanley W. Martin, Ontario Hospital Association, To- 
ronto 7, Ont. 

James FP. Richardson, Presbyterian Hospital, Charlotte 


M. Sigmond, Hospital Council of Western 
Pennsylvania, 13 


Secretary: go Sibley, 840 North Lake Shore Drive, 
cago 1 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 1960 

Louis B. Blair, St. Luke’s Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals, Iowa 
City, Iowa 

Leon C. Pullen Jr., Decatur and Macon County Hospi- 
tal, Decatur, Til. 

Term Expires 1961 

Leonard 0. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard #. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David BB. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 


Term Expires 1962 

Henry T. Clark Jr.. M.D., University of North Caro- 
lina. Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M:D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: EB. Dwight Barnett, M.D., Palo Alto-Stan- 
ford University Hospital Center, Palo Alto, Calif. 


Term Expires 1960 

Celeste K. Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.T. 

Harry M. Malm, Lutheran Hospftals and Homes So- 
ctety, P.O. Box 1587, Fargo, N. Dak. 

Term Expires 196! a 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 


phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 

Term Expires 1962 

Charles D. Filagle, Johns Hopkins Hospital, Balti- 
more 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, M 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich 

Secretary: Daniel 8S. Schechter, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

John E. Sullivan, controller 
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The only thing that can change this...... 


The special indicator inks used in 
“SCOTCH”’ BRAND Hospital AutoclaveTape 
cannot be accidentally activated by sunlight, 
radiator heat or a dry air pocket in a faulty 
autoclave. Only correct levels of heat and 
moisture found in your autoclave can make 
these unmistakable diagonal markings appear! 


The distinctive markings on “SCOTCH'’ BRAND 
Autoclave Tape can be seen across the room. You 
can tell at a glance that your pack has been through 
the autoclave. “SCOTCH” BRAND sticks at a touch to 
paper or linen packs. Seals securely, surely. Peels off 
clean without leaving sticky residue. And you can 
write on it. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 


BRAND 
NO. 222%, 


.++WHERE RESEARCH IS THE KEY TO TOMORROW 
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Announcing 


brand of furaltadone 


a new member in the nitrofuran family 


re) 


| 
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the first nitrofuran effective orally 


systemic bacterial infections 
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The promise of 


ALTAFUR, 
in clinical medicine 
Extensive laboratory and clinical investigative effort has been devoted to the screening and evaluation of 
nitrofuran compounds in the quest for agents with systemic antibacterial effectiveness. ALTAFUR is the achieve- 
ment of this program. 
In vitro, ALTAFUR is effective against the following gram-positive and 
gram-negative organisms (isolated from clinical infections) : 


Organism Sensitive Resistant % Sensitive 
Staphylococci* 181 l 99.4 
Streptococci 65 1 98.5 
D. pneumoniae 14 0 100.0 
Coliforms 34 3 91.8 
Proteus 50.0 
A. aerogenes 8 0 100.0 
Ps, aeruginosa 5 4 55.5 


“Includes many strains resistant to antibiotics. 


As with other nitrofuran compounds, development of bacterial resistance is negligible. 


Clinically, ALTAFUR has proven most effective in the treatment of a variety of conditions including pulmonary 
infections (pneumonia, empyema, bronchiolitis), upper respiratory tract infections, abscesses, cellulitis, pyo- 
dermas, septicemia/bacteremia and various wound infections. ALTAFUR has produced cures in 75% of cases, and 
significant improvement in 10%. 


To date, ALTAFUR has been used most extensively in staphylococcal infections with a cure rate of 66% and 
an improvement rate of 20%. Of particular importance, a number of these patients had not responded to 
previous therapy with antibiotics or other chemotherapeutic agents. 


In common with the other available nitrofurans, ALTAFUR has a low order of side effects. Nausea and emesis 
occur occasionally but these can be minimized or eliminated through dosage adjustment and by giving the 
drug with meals and with food or milk on retiring. In the two instances in which a neutropenia developed, 
ALTAFUR was not clearly implicated. There has been no cross-sensitization of patients with other antibacterials. 


The average adult dose is one 250 mg. tablet q.i.d. with meals and food or milk at bedtime. For severe staphy- 
lococcal infections, the dosage may be increased to approximately 30 mg./Kg. (13.5 mg./lb.) body weight 
per day, administered in four equally divided doses. The average length of therapy is five to seven days. 
Because this is a new drug, therapy probably shquld not be continued for more than 14 days except in severe 
or complicated cases, such as osteomyelitis, endocarditis, bacteremia (septicemia), etc. 

Additional information may be obtained from the Medical Director, Eaton Laboratories. 


ALTAFUR is available as quadrisected, chartreuse-colored tablets of 50 mg. and 250 mg. ALTAFUR Sensi-Dises, 
for bacterial sensitivity tests, are available from Baltimore Biological Laboratory. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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new McKesson 


bsor ber 


McKESSON APPLIANCE COMPANY «+ TOLEDO 10, OHIO 
HOSPITALS, J.A.H.A. 


12 


sets new high standard for compactness and 


efficiency... and will fit any regular anesthesia 


Several salient features of the 
new McKesson ‘1200’ ABSORBER 


® twin vertical reversible 
acrylic canister instantly 
removable by loosening 
single clamp screw 


e screens easily removed 
by loosening bayonet- 
type connection 


e newly-designed silicone- 
rubber valves have low 
adhesion properties, are 
extremely quiet in use, 


and seal perfectly 


e valves mounted in acrylic 
caps, instantly remov- 
able without tools 


e provides 30 to 40 hours 
of absorption . . . ex- 
tremely low resistance 
to respiration 


‘1200’ 
ABSORBER 


Write for ‘1200’ 
Absorber Brochure. 
This complete 
information is 
yours for the 
asking by letter 

or postcard. 
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FOR |TOTALE 


OF EVERY HOSPITAL — LARGE OR SMALL 


Complete Sanitation Programs 


COVERING ALL DEPARTMENTS, FACILITI 


Total sanitation in every department .. . and 
sanitation awareness by all personnel are 
essential to the control of cross contamination. 
Klenzade technical representatives are equip- 
ped by knowledge and experience not only 
to provide a Sanitation Survey of what you 
need to achieve total sanitation . . . but also 
to set up cleaning and sanitizing routines that 
will materialize this concept of total cleanliness 
— day in and day out. Why not investigate 
a Klenzade Program now? 


KLENZADE PRODUCTS, INC. 


Systematized Sanitation All Over the Nation 


BELOIT, WISCONSIN 


com 
a 
AMEN 
HOSPITAL... 
ADDRESS 
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pre-filled for 
more than 75% 
of your injectable needs : 
... empty, sterile cartridges 
for all others 
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TUBEX . 


MEETS MORE THAN 


75% OF INJECTABLE REQUIREMENTS ... 


closed-system of injectables . . . 
e improve efficiency : 

e cut waste and breakage losses 
e discourage narcotics pilferage 


@ assure asepsis 


j 
| TUBEX-—the most widely used 


e reduce risk of contact sensitization 
e guarantee accurate dose 
e eliminate a source of serum hepatitis 


CLOSED-SYSTEM INJECTION 


Philadelphia 1, Pa. 


Th 


_ BICTLLIN® Long-Acting (Benzathine Penicillin G in Aqueous Sus 


pension, Wyeth)—-600,000 units per 1 cc., 1,200,000 units per 2 cc. 
BICILLIN C-R (Benzathine Penicillin G and Procaine Penicillin G in 
Aqueous Suspension)-—600,000 uriits per 1 Cc., 1,200,000 units per 2 cc. 
LENTOPEN® (Procaine Penicillin G in Oil [with Aluminum Mono- 
stearate], Wyeth)—300,000 units per 1 cc. 

LENTOPEN All-Purpose (Procaine Penicillin G and Potassium Peni- 
cillin G, in Oil}—400,000 units per 1 cc. 
DIHYDROSTREPTOMYCIN Sulfate~—o.5 Gm. per 1 cc., 1.0 Gm. 
per 

STREPTOMYCIN Sulfate—o.5 Gm. per 1 ce., 1.0 Gm, per 2 cc. - 


WYCILLIN® Suspension (Procaine Penicillin G in Aqueous Suspen- 
sion, Wyeth)—300,000 units per 1 cc., 600,000 units per 1 cc., and 
1,200,000 units per 2 cc. 


WYCILLIN DSM (Procaine Penicillin G with Te 
Sulfate)—400,000 units Penicillin and 0.5 Gm, Dihydrostreptomycin 
base as sulfate per 2 cc. 


NARCOTICS AND ANALGESICS 
MEPERGAN* (Promethazine Hydrochloride and idine Hydro- 
chloride, Wyeth)—50 mg. of each per 2 cc., 50 mg. of each per I -cc. 


per 1 cc, Also, each im 2 cc. (1 cc. fill) as well as 25 mg.t 


MORPHINE Sulfate—8 mg., 10 mg., and 15 mg: per 1 cc. 
CODEINE Phosphate—30 mg. per 1 cc., 60 mg. per 1 cc. 


ATARACTIC AGENTS 


PHENERGAN® (Promethazine Hydrochloride, Wyeth)—25 and 
50 mg. per 1 cc. 

SPARINE® (Promazine Hydrochloride, Wyeth)—50 m6: per 1 cc., 
and 100 mg. per 2 cc. 


TOXINS, TOXOIDS AND VACCINES 
DIPHTHERIA AND TETANUS TOXOIDS COMBINED (Alumi- 


num Phosphate Adsorbed, Ultrafined*, Pediatric)—0.5 cc. 


TETANUS ANTITOXIN (Refined and Concentrated, Equine Origin) 
~—1500 units per 1 3000 and units per 2 cc. 

TETANUS AND DIPHTHERIA TOXOIDS COMBINED (Alumi- 
num Phosphate Adsorbed, Ultrafined, for Adult Use)—0.5 cc. 
TETANUS TOXOID (Aluminum Phosphate Adsorbed, Ultrafined) 
Cc, 

TRIPLE ANTIGEN (Diphtheria and Yetansie Toxoids and Pertussis 


~ Vaccine Combined, Aluminum Phosphate Adsorbed, Ultrafiried)—. 


0.5 cc. 


_ POLIOMYELITIS VACCINE (Types 1, 2 and 3)—1 cc. 


MISCELLANEOUS 
ALLERGENS~House Dustt, Mixed Ragweed 


Rocky Mountaint, Southern Formulat, West Coast~Early Summert, 
West Coast~Late Summert, Poison Ivy~Oak—Sumac Combined 


EPINEPHRINE Hydrochloridet (ULS.P., 1:1000)~0.5 cc. in 1 cc.f 
WYAMINE® Sulfate (Mephentermine Sulfate, Wyeth)-30 mg. per 
1 cc.,f 60 mg. per 2 cc. 

SODIUM CHLORIDE Solution (ULS.P.)~—2 cc., graduated 

WATER for Injection (ULS.P.}—2 cc., graduated 

TUBEX, Empty, Sterile~1 and 2 cc. 


TUBEX injectables (except those indicatedt) are supplied as sterile 


cartridge units with presharpened, sterile needles affixed. The TUBEX 
syringe is @ precision, all-metal instrument, easy to load and durahle. . 


Because medications are constantly being added to the TUBEX line, 
it cannot become obsolete. But even for injectables not yet available in 
TUBEX form, empty sterile cartridges can easily be filled and used. 


{Soon to be available. Soak further information from your W yeth Terrizory Manager. 


> 
TUBEX . . . decreases operating costs... 
boosts morale .. . 
increases net revenue 


 ALL-EKTRIK 
BED 1494-AEG 


FOR ANY BED POSITION 
(UP —- DOWN = SITTING — KNEE REST) 


able in 6 button model 


BED 1494-AEG 


actions for spring height and 


{ 


wh 
be man al 


Raise and lower the spring height, adjust to any gatch 
position, smoothly, silently, at the touch of a finger 


with Hard’s new completely automatic bed. 


MANUFACTURING 
COMPANY 


117 Tonawanda Street 
Buffalo 7, New York ‘ 
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AHA, AMA ANNOUNCE RESOLUTION 
ON CARE OF INDIGENT—-The American 
Hospital Association and the 
American Medical Association have 
announced their joint resolution 
to mobilize their full resources to 
accelerate the development of 
adequately financed health care 
programs for needy persons— 
especially the aged needy. 

The resolution, which had been 
approved by the AHA and AMA 
Boards of Trustees, stated that 
provision of health care to the 
“indigent or near indigent is pri- 
marily a community responsibili- 
ty”. Both associations announced 
their intention to work with local 
- government toward adequate fi- 
nancing of high quality health care 
for the needy, supported by all 
community resources neces- 
sary tax funds. — 


REPORT FROM WASHINGTON—Cer- 
tain indications of 1960 legislative 
objectives of the Department of 
Health, Education, and. Welfare, 
were outlined by the secretary of 
HEW, Arthur S. Flemming, in a 
December speech before the an- 
nual. meeting of the American 
Public Welfare Association. These 
included revisions of the Social 
Security Act, a rehabilitation pro- 
gram for the infirm and handi- 
capped, and a research program 
on causative problems of indigence. 
(Details p. 91). 

@® Amendments to ‘the Social 
Security Act were also discussed 
by Wilbur Mills, chairman of the 
House Ways and Means Commit- 
tee. The committee has been hold- 
ing hearings on the revision of the 
federal tax structure. Based on the 

outcome of these 


~ Commenting on 
the joint resolu- 
tion, Russell A. 
Nelson, M.D., 
president of the 
AHA and direc- 97. 
tor of Johns Hop- 


REVIEW OF 1959—The out- 
standing developments which took 
place in the hospital and hospital- 
allied fields during the year just 
ended are reviewed beginning on 


hearings,. Repre- 


certain improve- 
ments in the so- 
cial security sys- 
tem could be 


kins Hospital, 

Baltimore, said: “Full payment by 
states and local communities of the 
actual costs of care for the indi- 
gent and those of low income is 
still a rarity, although the respon- 
sibility for such payment is ac- 
knowledged. 

“Inadequate payment for high- 
cost care means that the costs of 
the care of the needy must be met 
by the paying patient, by cutting 
back ‘needed expansion of hospital 
services, or by payment of in- 
sufficient salaries to hospital em- 
ployees,” Dr. Nelson said. 

Louis M. Orr, M.D., president of 
the AMA, said: “The responsibility 
for taking care of the old person 
rests primarily with his family. If 
the family cannot fulfill this re- 
sponsibility, then it passes to the 
community, and. then to the state.” 
(For the full text of the joint reso- 
lution see p. 58.) 
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made. He listed 
several which would not require 


a tax rate increase, and others 


which would. (Details p. 91). 

@ At hearings on drug pricing 
practices, held before a Senate 
subcommittee, . recommendations 
were made for both a consumers’ 
drug council and federal regula- 
tions to protect the public from un- 
reasonable drug costs. One witness 
called on physicians to help by 
avoiding overpriced drugs in their 
prescriptions. (Details p. 92). 

®@ The Civil Service Commission, 
which has been negotiating with 
prepayment and insurance com- 
panies regarding the health in- 
surance program for federal em- 
ployees, has reported satisfactory 


_ progress. (Details p. 92). 


> BISHOP BRUNINI APPOINTED EPISCOPAL 
CHAIRMAN FOR HOSPITALS—The Most 
Reverend Joseph B. Brunini has 


sentative Mills , 
‘said he believed . 


been named episcopal chairman of 
the Conference of Bishops’ Repre- 
sentatives for Hospitals. The con- 
ference comes within the activities 
of the Bureau of Health and Hos- 
pitals of the National Catholic 
Welfare Conference. In his new 
position Bishop Brunini is also 
chairman of the administrative 
board of the Catholic Hospital 
Association. A former president of 
the CHA, he is auxiliary bishop 
of Natchez-Jackson, Miss., and a 
member of the Federal Hospital 
Council. 

Bishop Brunini succeeds the Most 
Reverend William A. O’Connor, 
bishop of Springfield, Ill., who 
served as chairman since 1950. 


> MICHIGAN LAWMAKERS PRAISE HOS- 
PITALS—-“‘A concurrent resolution 
commending the Michigan Hospi- 
tal Association and Michigan Blue 
Cross for their combined efforts 
to develop practical programs of 
economy in hospital operations” 
has been adopted by Michigan 
house and senate. The resolution 
praised the two organizations for 
their joint sponsorship of the An- 
nual Hosg§tal Achievements Con- 
test, the @jectives of which are 
“to obtain from hospitals the best 
money-saving ideas and methods 
for streamlining operational ef- 
ficiency.” Cash awards totaling 
$4000 are offered each year for the 
best ideas developed by hospital 
employees. 

The resolution also declared that 
“every Michigan community be 
urged to recognize and contribute 
to the support of local hospitals in 
their efforts to develop further 
economies and improvements in 
hospital care. 


. PHS REPORTS ON PROFESSIONAL NURSE 
TRAINING—During the past three 
years, 3803 professional nurses re- 
ceived federal aid for advanced 
study for administrative, super- 
visory and teaching positions, ac- 
cording to a December’report from 
the Public Health Service. 
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The federally supported profes- 
sional nurse traineeship program 


was established in 1956. Congress 


appropriated $2 million for the 
program in fiscal 1957, $3 million 
in 1958, and $6 million in 1959 
and again for the current fiscal 
year. In 1956-1957, schools par- 
ticipating in the program num- 
bered 56; this total has grown to 
the current 86. Short-term inten- 
sive training was included in the 
program for the first time this 
year. 

Each year, slightly more than 


half of the trainees were prepar- 
ing for teaching positions, PHS 
stated. Approximately one fourth 
were studying for administrative 
positions, and one fourth for su- 
pervisory posts. The nurse trainees 
studied in schools of nursing and 
schools of public health. 


) PAYMENT OF LARGEST BLUE CROSS 
BILL REPORTED IN OHIO—What is be- 
lieved to be the largest hospital 
bill ever paid by any Plan has been 
met by the Blue Cross of Northeast 
Ohio. The Plan has paid $20,385 


© OXYGE 


| ARTIFICIAL RESPIRATION EQUIPMENT 
@ ENDOTRACHEAL TUBES and ACCESSORIES 
Masks Spygmomanometers 
Absorbers Control Valves 

Breathing Bags Inhalers 

Airways Manometers 
Laryngoscopes Stethoscopes 
Bronchoscopes Reducing Valves 

Skin Thermometers 


i 


FOREGGER 


THE FOREGGER COMPANY, INC. 
ROSLYN HEIGHTS, L.1., N.Y. 


for 562 days of hospital care of a 
woman subscriber who had been 
hospitalized after she swallowed a 
strong alkali. Meanwhile, the sub- 
scriber’s bill is still growing: she 
is eligible for 168 more days of 
care under the Plan’s single-illness 
clause, Then, she will be eligible 
again for 730 days of hospitaliza- 
tion, after 180 days out of hospital. 

The subscriber is taking advan- 
tage of a rider on the Plans stand- 
ard 120-day contract offered in 
1957. The rider extended coverage 
to a maximum of 730 days of care 
for a single illness. 


> PHS SPONSORS STUDIES OF HOSPITAL 
SERVICE AND FACILITY IMPROVEMENTS— 
Four research grants for studies 
in the improvement of hospital 
services and facilities have been 
awarded by the Public Health 


} Service Division of Hospital and 


Medical facilities. 

Under these grants, a two-year 
analysis of patterns of demand for 
hospital services will be under- 
taken at Johns Hopkins Hospital, 
Baltimore, with Charles D. Flagle, 
director of operations research, as 
the principal investigator. 

The University of Maryland 
Hospital, Baltimore, will conduct 
an exploratory study of the feas- 
ibility of automation in hospitals. 
Edward H. Noroian, director of re- 
search and development, will be 
the principal investigator. 

Marvin B. Sussman, associate 
professor of sociology, will conduct 
a study of the Western Reserve 
University, Cleveland, outpatient 
department and of the attitudes of 
patients who come there for serv- 
ices. 

A study of the lighting needs of 
intensive care units in hospitals 
will be financed by a grant to 
the Georgia Department of Public 
Health, Atlanta. Investigators: 
Ralph C. Williams, M.D., director 
of research in the health depart- 
ment, and Ralph Bush, electrical 
engineer. 


) UTAH ASSOCIATION CHANGES STATUS, 
NAME—After nearly 40 years of 
existence, the Utah State Hospital 
Association was formally incor- 
porated, and its name changed to 
Utah Hospital Association, Inc. Of- 
ficers and trustees elected at the 
last annual meeting were con- 
tinued in office by action of the 
incorporation meeting. 
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Glendale. California 
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service from headguanters 


Leasing hospital space 

We would appreciate any informa- 

tion on the subject of leasing hospital 

space to an outside pharmacist, where- 

in the hospital would receive income 

from renting the space but would not 
operate the department. 


To my knowledge this is not a 
common practice. In reviewing our 


library files we find that very little — 


has been written on this subject. 

The more common type of ar- 
rangement for pharmaceutical 
service in a hospital without a full- 
time pharmacist is the provision 
of pharmaceutical service either 
from another hospital or from a 
community practitioner on a part- 
time basis. 

The American Hospital Associa- 
tion has within its organizational 
structure a joint committee with 
the American Society of Hospital 
Pharmacists. This committee for 
several years considered the rela- 


tionship of part-time pharmacists 
to smaller hospitals, and developed 
a statement on “Suggested princi- 
ples of relationship between 
smaller hospitals and part-time 
pharmacists who provide pharma- 
ceutical services.”’ This statement 
was approved by the Board of 
Trustees of the AHA and the ex- 
ecutive committee of the ASHP. 
The ASHP has reprinted this state- 
ment and copies are available from 
AHA headquarters. 

—JOSEPH A. OppDIS 


Medical indexing systems 


Our hospital is contemplating a 
change in the disease and operation 
index. Does the American Hospital 
Association recommend the Standard 
Nomenclature or International Statis- 
tical Classification? 


We believe that either classifica- 
tion system can be used provided 
that the individual responsible for 


coding the diagnoses has a good 
knowledge of the classification sys- 
tem under that method. 

The June 1959 issue of the Jour- 
nal of the American Association of 
Medical Record Librarians carries 
an article which is a report of a 
study entitled “Efficiency in Hos- 
pital Indexing of the Coding Sys- 
tems of the International Statis- 
tical Classification and Standard 
Nomenclature of Diseases and Op- 
erations”. A review of this report 
appeared in the November 1 issue 
of HOSPITALS, J.A.H.A. A study of 
these articles may help you decide 
which system would be preferable 
for your hospital. 

If you decide to use the Inter- 
national Statistical Classification, 
we would recommend that you 
delay pending the publication of a 
special manual which is being de- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 


anorectal surgery. 
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Greater comfort...simpler care 
with economical, time-saving 


soft cotton flannel pads 


saturated with witch hazel 
(50% ) and glycerine 
(10%), pH about 4.6 


Your hospital profits because TUCKS SAVES NURSES’ TIME 
— ready-to-use wet dressings—simple to apply —easily kept in 
place—TUCKS eliminates time and expense of special prep- 


And patients welcome the extra comfort, “extra attention” of 
TUCKS soothing, astringent, cooling to inflamed tissue. 

TUCKS — ideal as a dressing or a wipe—can be kept at the 
bedside for use by the patient or nurse. 


i 
For a generous sample of TUCKS—enough for sev- ; 
eo eral hospital patients—complete and return this card: | 
HOSPITAL. | 
3108 W. Lake Street 
> 
Minneapolis 16, Minn. CITY... ZONE......STATE... | 
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veloped adapting the International 
Statistical Classification for hospi- 
tal use and including a coding 
system for operations. It is ex- 
pected that this manual will be 
available from the Office of Vital 
Statistics, U.S. Public Health Serv- 
ice, Washington 25, D.C., early in 
1960.—HELEN D. McGUIRE 


Personnel administration 


Has the American Hospital Associa- 
tion published any books or pamphlets 
regarding hospital personnel adminis- 
tration? 


The American Hospital Associa- 
tion has published several pam- 
phlets concerning hospital person- 
nel administration. 

These include: Guiding princi- 
ples for an Occupational Health 
Program in a Hospital Employee 
Group (free); Hospital Manage- 
ment-Employee Relations (free) ; 
Hospital Personnel Administration, 
Section 1, The Development of 
Sound Personnel Practices in Hos- 
pitals ($1); Hospital Personnel 
Administration, Section 2, Confer- 


ence Techniques ($1.50); Hospi- 


AVOID 


CROSS INFECTION 


From Steriphane comes another new development: 
Thermometer Envelopes . . . to preserve 

sterility and thereby avoid the danger of cross 
infection . . . to reduce breakage and economize. 


The Steriphane Thermometer Envelope makes 
it possible for you to centralize the processing 
of thermometers. Continue to sterilize 
thermometers by your own proven method, then 
simply heat seal each one in a Thermometer 
Envelope. Place sealed envelopes in a special 
“break-proof” container and deliver to 

nurses’ station. Each patient is guaranteed a sterile 
thermometer when the nurse removes it from 
the envelope right at the bedside The nurse 
then places the used thermometer in another 
“break-proof” container which is returned 

to Central Supply for reprocessing. 


Write for descriptive brochure and samples. 


CORPORATION 


OF AMERICA 


98 FIFTH AVENUE « NEW YORK 11. NEW YORK 
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tals and Employee Groups (50 
cents); Position Control Plan ($1), 
and Suggestion Plans ($1). 

A book entitled Hospital Person- 
nel Administration, by Norman 
Bailey, has been published by the 
Physicians’ Record Co., 3000 S. 
Ridgeland Ave., Berwyn, IIl., deal- 
ing exclusively with this subject. 
However, personnel administration 
in hospitals is not much different 
from that in industry. Any good 
personnel textbook will give the 
principles and techniques which 
may be applied in hospitals. 

—JACK W. OWEN 


Safetygraphs 


At a recent meeting of safety en- 
gineers I heard someone mention 
“Safetygraphs”. What are they and 
does the AHA have any of these avail- 
able for members’ use? 


Safetygraphs are visual aids for 
training small groups; they are 
complete within themselves and 
ready for use at a moment’s notice, 
consisting of large (18” x 24”) 
multicolor and spiral bound pages 
that turn easily and lie flat on a 
strong and durable easel. The li- 
brary has available for loan (limit 
of one to a borrower at a time) 
the following: | 

No. 1 How to lift 

No. 2 Plant housekeeping 

No. 6 Ladder safety 

No. 7 Using fire extinguishers 

No. 8 Accidents don’t happen 

No. 10 Preventing fire 

No. 12 Electrical hazards 

No. 14 Only a scratch 

No. 15 Wanted—safe workers 

No. 16 Falls 

No. 19 Static sparks and flam- 

mable liquids 

No. 23 Two methods of artificial 

‘respiration 

No. 26 How to control bleeding 

No. 27 First aid treatment for 

burns 

No. 28 Transportation of injured 

persons 

No. 32 Hospital patient safety 

Since the supply of Safetygraphs 
in our library is limited, alternate 
choices should be indicated when 
requesting them. 

Safetygraphs are a publication 
of the National Safety Council, 425 
North Michigan Ave., Chicago 11, 
Ill., which offers them for sale at 
$10 each; the price of the easel 
is $4.50.—HELEN YAST 
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EXECUTIVE 
CAN SPEND, 


See it now: “Data for Diagnosis,” a 22-minute sound slidefilm study 
provided as a service to the hospital industry. A penetrating, illuminating 
study that shows how you can always have the complete up-to-the-minute 
information you need to operate your hospital at peak efficiency. 

Dealing with principles, talking your language, and 
developed in cooperation with major hospitals, “Data for Diagnosis” 
points out productive new accounting and data processing methods that 
will give you an even tighter grip on every accounting and statistical phase 
of hospital administration and supply you with the most current figure- 
facts you need to support your decisions. 

It’s informative—not a selling film. It shows how large 
and small hospitals are now getting statistical information that simply 
wasn’t available before. It shows how you can get more information and 
new information, how you can improve patient accounting—and automate 
your statistical work as a by-product—all without excessive accounting 
costs or disrupting your existing system. | 

For a showing of the new color-sound film “Data for 
Diagnosis” in your office at your convenience or for program use at group 
meetings, just call our nearby branch office today. If you prefer, you may 
obtain the film from the American Hospital Association Film Library. 
Burroughs Corporation, Burroughs Division, Detroit 32, Michigan. 


Burroughs Corporation 
“NEW DIMENSIONS | in electronics and data processing systems” 
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With pathogenic microorganisms lurk- 
ing everywhere, it doesn’t pay to take 
chances with anything less than the 
most effective germicide in hospitals 
today. This is why so many hospitals 
use San Pheno X Germicide for gen- 
eral purpose disinfecting. Its broad 
bacterial spectrum, ease of use, and 


economy make San Pheno X ideal 
for disinfecting walls, floors, furni- 
ture, equipment; for obstetrical prep- 
aration; and for many other uses. It 
is highly effective against resistant 
Staph. 

San Pheno X will not irritate or 
sensitize skin and will not stain or 


pall 
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DECONTAMINATE NEARLY ALL SURFACES WITH 
SAN PHENO,X...A HIGHLY BACTERICIDAL GERMICIDE 


corrode metal when used as directed. 
It has no unpleasant “disinfectant” 
odor. See our representative, the Man 
Behind the Huntington Drum, for full 
details and send for the San Pheno 
X Germicide Research Bulletins, in- 
cluding brochure, “Laboratory Re- 
ports on San Pheno X Germicide.” 


Where research leads to better products... H iJ | Ti GTO 


HUNTINGTON - LABORATORIES . HUNTINGTON, INDIANA « Philadelphia 35, Pennsylvania « Jn Canada: Toronto 2, Ontario 
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Nurse, 
when will my 
doctor be here? 


Add AUDIO 


to your present 


VISUAL call 


of corridor domelights 


He's expected 
shortly, 
Mrs. Jones 


Easily and quickly added to your present visual domelight 


system, Executone frequently uses existing conduits or Just off the press! a 
raceways—providing you with a modern Audio-Visual ea 7 
Nurse Call System! All accomplished with no interruption Better * 


of service during installation! 


Patient Care” 


How Executone communica- 
tions help hospitals improve 


Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 


More patients are handled with less effort, in less time! patient care and make maxi- 
One hospital reports that Executone has reduced operating 
costs 8% per bed. /t is an invaluable aid in relieving the shave caul seal aan | 
nurse shor lage. Executone Audio-Visual Nurse 
By pressing a bedside button, the patient activates signals Call Systems made by the Surgeon Generals’ offices of the 
at three locations—chime and light on nurse’s control Army and Air Force. Also described and illustrated 


are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
below for your complimentary copy. 


station, corridor domelight, buzzer and light on duty sta- 
tions. The nurse presses key to reply ... Executone’s Call 
System may be installed complete, added to existing dome- 
light systems, or installed without domelights. 


HOSPITAL COMMUNICATION SYSTEMS 


EXECUTONE, INC., Dept. '!-14 415 Lexington Ave., New York 17, N.Y. 
Without obligation, please send me a complimentary copy of “ 
Patient Care.” 


Name 


In Canada: 331 Bartlett Avenue, Toronto 


City. State. 

ee 
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ghinions and ideas 


North Carolina nursing school 
stresses ambulatory care 


Advances in hospital and medi- 
cal care are making it possible for 
more patients to be treated on an 
outpatient basis initially or earlier 
than ever before. With greater 
numbers of outpatients and with 
the hospital becoming the health 
center of the community, the need 


for nurses in the outpatient de-’ 


partment will increase. - 

In view of these trends, the Uni- 
_versity of North Carolina School 
of Nursing at Chapel Hill is plac- 
' ing greater emphasis on care of 
the ambulatory patient in its pro- 
gram of education for nursing stu- 
dents. The school’s present cur- 
riculum calls for 12 weeks in the 
outpatient department of North 
Carolina Memorial Hospital. Dur- 
ing eight of these weeks, the stu- 
dent also studies medical, surgical, 
obstetric and pediatric nursing. One 
of the objectives is to work with 
faculty members who teach medi- 
cal-surgical; pediatric and obste- 
tric nursing so that there may 
be continuity of observation and 
- teaching by the student, with se- 
lected patients. 

In the October 1959 issue of 
Nursing World, Mrs. Cherry Par- 
ker, R.N., and Margaret Haynes, 
R.N., instructors in the outpatient 
department of the nursing school’s 
department of community nursing, 
outline the procedures for rotating 
_ nursing students through the ob- 
stetric phase of the program. They 
explain that one prenatal patient 
is selected for each student. The 
expected confinement of the pa- 
tient must be during the time the 
student is rotated to the delivery 
room or the postpartum inserv- 
ice area. 

At the first meeting of student 
and patient, the clinic instructor 
is on hand to explain to the patient 
that the student will be there to 
help her on each successive visit 
to the clinic. 

The student follows her patient 
through routine prenatal visits and 
finds out..the appointment date for 
the patient’s six-week postpartum 
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check-up. She comes to the outpa- 
tient department to be with the 
patient at that time. The student 
also attends the well-baby clinic 
to observe the baby’s checkup and 
to hear instructions given to the 
mother by the pediatrician. 

In their evaluation of the pro- 
gram from the patient’s view- 
point, Mrs. Parker and Miss 
Haynes observe that the patient 
welcomes a familiar face on each 
visit to the clinic. They also note 
the following benefits that the stu- 
dent gains from this experience in 
the outpatient department: 

1. Student is given the oppor- 
tunity to develop a teaching plan 
for a particular ambulatory pa- 
tient who later becomes hospital- 
ized. 

2. The student, with the guid- 
ance of the instructors, learns to 
plan for future visits with a pa- 
tient. She learns how to select and 
to share approved literature with 
obstetric patients, according to the 
patient’s need and level of under- 
standing. 

3. Student is able to observe the 
physician’s examination of a par- 
ticular patient and to listen to his 
instructions to the patient. She, 
therefore, is better equipped to 
supplement and reinforce the phy- 
sician’s instructions. 

4. The experience in the outpa- 
tient department contributes sig- 
nificantly to the development of 
the student’s interviewing skills. ® 


Color coding simplifies 
“Texas-sized’ press kit 


“It’s a whale of a story and we’d 
sure appreciate your help.” This 
wording on the cover of a press 
kit not only aptly announces the 
new 25l-bed Women and Chil- 
dren’s Hospital at Baylor Univer- 
sity Medical Center, Dallas, but it 
also indicates the completeness 
and quality of the one-inch thick 
press kit that the Center prepared 
for local press, radio and tele- 
vision. 

In order to make the vast 
amount of material as usable as 
possible, a color coding system was 
used to differentiate the different 


types of material included in the 
kit. Marjorie Saunders, director of 
the medical center’s public rela- 
tions, chose five colors of paper: 
white, pink, yellow, green and 
goldenrod. Feature and editorial 
material was reproduced on white 
stock, while short features and 
fillers were mimeographed on pink 
paper. Fact sheets, items of inter- 
est, and schedules of activities 
were entered on yellow stock; ra- 
dio and television spot announce- 
ments on green, and the floor-by- 
floor description of the new 
hospital on goldenrod sheets. Four 
8 by 10-inch glossy photographs 
were also included in each kit. 

An unusual approach in hospical 
planning—and the subject of one 
of 34 stories of a feature and edi- 
torial nature included in the kit— 
was the hospital’s use of planning 
committees in programing the new 
facility. Composed of doctors, 
nurses and former patients (in- 
cluding teen-agers), these com- 
mittees worked with the architect 
and the administration in planning 
the new hospital over a period of 
many months. 

One of the hospital’s physical 
appointments covered in the fea- 
ture section of the press kit is the 
18-foot circular pool incorporating 
a fountain with ever-changing wa- 
ter effect and color-cycle light- 
ing. 


Minor surgery pack 
designed to cut costs 


A simplified sterile pack for 
minor surgery recently developed 
at Lakeside Hospital, Cleveland, 
is designed to cut laundering, steri- 
lizing and linen replacement costs, 
reports Dorothy Austin, R.N., 
operating nurse and originator of 
the idea. 

Miss Austin developed the minor 
surgery pack because the standard 
pack contained many items of 
linen never used in minor proce- 
dures. Once the pack was opened, 
however, its contents had to be re- 
laundered and resterilized. The 
new pack is also expected to save 
on linen replacement costs. 

The minor surgery pack includes 
the following items: 1 laparotomy 
sheet, 1 double table cover (2 half 
sheets), 6 towels, 1 Mayo stand 
cover, 1 needle towel, 3 gowns. 8 
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SIX UNIPRESS ROTOMATICS | 
INCREASED PRESSING PRODUCTION 50% 7 


Six UNIPRESS ROTOMATIC Garment Finishing Units for Uniforms, 
pants, coats, gowns, etc. “paid off” for the Presbyterian—St. Lukes Hospital 
Laundry in Chicago. Pressing production increased 50% . . . with fewer 
operators . . . with less fatigue . . . and a work week cut from 48 to 40 hours. 
Now six UNIPRESS ROTOMATICS easily occupy the same space formerly 
crowded with a battery of manually operated presses. 


Write for the amazing details of this story today . . . how Unipress 
Rotomatics are paying for themselves through labor savings 


. backed by facts! Yours FREE for the asking. 
FOR FINER FINISHING FASTER 


UNIPRESS 


2800 Lyndale Ave. So. * Minneapolis 8, Minnesota 4 
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hospital-size savings 


in the new, exclusive hospital size 


FURADANTIN 1000’s 


brand of nitrofurentoin 4 


Because of the ever-increasing demand for FURADANTIN, this 
new dispensing size is available to you at substantial savings. 


FURADANTIN TABLETS LIST PRICE TO HOSPITALS 


100 mg., bottle of 1000 s240.00 
(saving $30.00 over buying by 500’s) 


50 mg., bottle of 1000 s1t20.00 
(saving $15.00 over buying by-500’s) 


Your usual discounts apply. 


FURADANTIN Tablets, 100 mg., 1000’s and FURADANTIN Tab- 
lets, 50 mg., 1000’s will be available only from Eaton Labora- 
tories on a direct basis. Please place your orders directly with 
your Eaton representative or with our Branch servicing your 
hospital. 


NITROFURANS —a unique class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


1006 TASLETS 
| FURADANTIN® 
Brand of mitroturanton 
©. 
100 me. 
probe Os 
praca: ant dosage 
- | 
AMTIBACTERAL AGENT 
SIZE 
? 
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editorial notes 


JOURNAL OF THE AMERICAN HOSPITAL ASSOCIATION 


: 


Challenges for all of us 


W ITH this issue of the Journal 
of the American Hospital As- 
sociation we move into the 1960’s 
and this event gives us an oppor- 
tunity to regroup our forces for an 
assault on the challenges which lie 
ahead. 

These challenges have been 
stated for us by the president of 
the American Hospital Association, 
Russell A. Nelson, M.D., director 
of the Johns Hopkins Hospital. As 
defined by Dr. Nelson in terms of 
“the ever growing importance of 
the hospital in modern society”, 
these major challenges are: 

1. Employee relations, including 

labor union activities. 

2. Nursing and nurse education. 

3. Hospital-physician specialist 

relationships. 

4. Prepayment and the rising 
cost of hospital care. 

5. Legislation affecting the vol- 
untary hospital system. 

6. The public’s image of and at- 
titude toward hospitals. 

7. Regional hospital planning 
and operation. 

This first issue of our Journal 
in the sixties puts together some 
observations by informed persons 
on each of these challenges. 

@ For many years, the American 
Hospital Association has been 
pointing out to hospitals the im- 
portance of sound personnel prac- 
tices. Hospitals have resisted the 
abdication of their management 
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prerogatives to an outside organi- 
zation but it seems generally agreed 
that hospital administration can- 
not hold its prerogatives during 
the sixties without the establish- 
ment and practice of good person- 
nel policies. 

@ More nurses, better trained 
nurses and more efficient nurse 
staffing patterns are essential to 
improved patient care in the six- 
ties. Items of special concern in this 
area are nursing school accredita- 
tion and nurse education. Future 
nursing service depends on the 
quality and quantity of nurse edu- 
cation, with quality and accredita- 
tion closely related. 

® In the matter of hospital- phy- 
sician relations, the sixties are 
going to have to bring harmony 
between hospitals and physicians. 
The hospital must bring the phy- 
sician into a much more important 
role in the administrative opera- 
tion of the hospital. The physician 
must recognize that the changing 
pattern of medical practice is cen- 
tering this practice more and more 
around the hospital and he must 
adapt himself to this reality, rec- 
ognizing that this change brings 
his professional talents to a greater 
number of our people at all times. 

® The growing médical and hos- 
pital needs of an expanding popu- 
lation call for Vigorous extension 
of voluntary insurance coverage of 
the retired aged, improved hospital 


care programs for indigent 
and careful study of legislative 
proposals to provide such care. 

® Rising hospital costs have in- 
vited public criticism and abortive 
legislative action—punctuated by 
numerous public hearings. The 
theme of these hearings has been: 
what controls should be put on 
hospital use by Blue Cross sub- 
scribers and on hospital costs? So 
drastic are the potential effects of 
the proposed controls on Blue 
Cross and the voluntary hospital 
system that this issue must be 
given the highest priority for ac- 
tion in the sixties. 

® Hospital costs, a fruitful source 
of misinformed public opinion and 
possible undesirable legislative ac- 
tivity, must be explained to the 
public and to the governmental 
agencies whose actions reflect pub- 
lic opinion, through an expanded 
program of public education be- 
cause hospital costs will continue 
to rise during the sixties. 

® Merely multiplying hospital 
facilities is not the answer to the 
question of how to provide “better 
hospital care for all the people”. 
If this care is to be provided, at a 
cost the public will pay for, with- 
out a governmental hospital sys- 
tem, more regional hospital plan- 
ning and operation in the sixties 
are imperative. 

The challenges of the sixties are 
formidable for the hospitals of this 
country and for the American 
Hospital Association. The Associa- 
tion has been a powerful force 
in the improvement of hospital 
care through education and re- 
search and standardization. It must 
continue and expand these activi- 
ties. But as the challenges of the 
sixties stated above indicate, it 
must have a wider role in the 
decade ahead. It must support in 
all possible ways the efforts to 
retain for all hospital patients the 
solid advantages of our unique 
partnership of voluntary and gov- 
ernmental hospitals. This partner- 
ship is the only voluntary hospital 
system left in the world. All the 
challenges stated above can be 
summed up in one: the voluntary 
hospital system is at stake and its 
fate wi decided in the sixties. 
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DOCTOR TO THE 


An informal interview with M. G. Candau, M.D.., 
director-general of the World Health Organization 


— 
= 


ON HIS travels as ambassador-at-large of health, Dr. Candav is received by chiefs 
of state and members of governments throughout the world. Above, left: In Wash- 
ington, Dr. Canday receives from the late John Foster Dulles the United States con- 
tribution to fight malaria. Center: In New Delhi, Raj Kaumari Amrit Kaur, then health 
minister of India, discusses her 360 million charges. Right: In Amman, Jordan, Dr. 
Candav is shown in audience with King Hussein. 


On his most recent visit to the United States, in August 1959, 
M. G. Candau, M.D., added a new designation to his long list of 
honors when he received an honorary membership in the Ameri- 
can Hospital Association. The award was presented during the 
Association’s 61st annual meeting. During Dr. Candau’s New 
York stay he granted an interview to a representative of Hos- 
PITALS, J.A.H.A., Lois Chevalier. Following are highlights of Miss 


Dr. Candau, we know that the World Health Or- 
ganization helps to establish health services in un- 
derdeveloped countries. Can you explain how you go 
about it? 


WHO never acts on its own. It is a servant of the 
countries and it is only when it receives a specific 
request from a country that it extends its assistance. 
WHO’s assistance is either to send individual con- 
- sultants or experts or a team of health workers. These 
study the conditions prevailing in the countries be- 
fore they suggest plans for attacking the problems 
involved. WHO takes the country as it is. It never 
tries to impose: different social, medical and, even 
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Chevalier’s tape recording of the meeting. 


less, administrative patterns. The plan of action sug- 
gested by WHO is always adapted to the economic 
conditions of the country. 


What do you start with in a country having strict 
economic limitations? 


Probably if you are considering organized health 
services you think of hospitals and public health 
centers; but in many countries of the world, it is no 
use to build hospitals before they have the doctors, 
nurses and other health workers they need. We 
should not forget that in many countries there are 
practically no doctors at all. 
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In Cairo, Dr. Canday poses with 
U.A.R. President Gamal Abdel Nasser. 


No doctors! Surely you can’t mean that. 


Yes, that’s what I mean. When there is one doctor 
for more than 80,000 people you cannot say you have 
doctors. It is generally true that the few doctors are 
in the largest communities and that the rest of the 
country remains completely undoctored. In places 
like that you cannot even start thinking of organized 
health services with big hospitals. 


What countries are we talking about? 


There are many areas in the world which are 
medically at the first stage of their development. I 
could give you examples of countries with millions 
of people and doctors counted only in hundreds. 


Well, how do you begin? 


You begin by giving some advice on the organiza- 
tion of medical care. The care of the sick is what 
people understand and it is most important to give 
them confidence by this means if you are ever going 
to interest them in supporting a real health program. 

Furthermore, you cannot build up preventive medi- 
cine without ensuring a minimum of effective medical 
and nursing care. You cannot maintain a public 
health center in a place where there is no medical 


treatment. You cannot tell a mother to bring in a 
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Dr. Candav confers with Dag Hammerskjold, secretary-general of the United Nations. 
World Health Organization is one of the specialized agencies of the United Nations. 


PRS 


healthy child for inoculation or vaccination and offer 
no help for a sick child. 


So then you must start with doctors? 


You must have doctors to give the necessary medi- 
cal care, even if at first they come from outside the 
country. Much of the work may have to be done by 
traveling medical units. But from the start the hos- 
pital is a necessity. Naturally there are some patients 
who cannot be treated except in a hospital, even 
though the criteria for hospital care would be quite 
different from those in a country such as the United 
States. 

In addition to this one must consider the vital 
function of the hospital as a training center. From 
the long-term point of view, this is indeed the pri- 
mary objective. As soon as there are doctors to staff 
it, the hospital must be developed. 

The hospital is a first necessity, not only for the 
training of doctors and nurses. but also for the train- 
ing of ancillary personnel. Indeed, in a great num- 
ber of countries, a large part of the work will have 
to be done by ancillary workers who have been given 
thorough but limited training in some particular task. 


Training programs are vital because WHO is try- 
ing to help these countries become medically self- 


sustaining. Is that right? 
31 
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Exactly. In a nut-shell, this is WHO's policy: the 
organization is there to help countries to help them- 
selves. «6 

In other words, WHO people are constantly trying 
to work themselves out of the jobs they are starting 
because it is their hopé that within a few years the 
national team working with them will be able to 
take over and become in its turn a training center 
for the rest of the country. | 


Does WHO send in experts in hospital administra- 
‘tion? 
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Of course we do, if we get a request to that effect. 


Are there opportunities for American hospital ad- 
ministrators to go and run hospitals in exotic places? 


No, you haven’t really understood my point. We 
never attempt to go to a country and run anything 
in that country. Our business is to demonstrate and 
to teach and we count on local people to undergo 
training and to continue the work after WHO has 
withdrawn. 

And this is very important. Sometimes it is much 
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M, G. CANDAU, M.D. 


As director-general of the World Health Organization, one of the 
specialized agencies of the United Nations, M. G. Candau, M.D., 
is ambassador-at-large in the health world. His travels mdy take him 
from a rural community in India where he discusses a contaminated 
well with village officials to a meeting in Washington with the United 
States Secretary of State. 

Dr. Candavy was born in Rio de Janeiro, Brazil, and received his 
medical education there. He was trained in public health at Johns 
Hopkins University. After a series of increasingly important public 
health posts in Brazil, he became director of the Division of Organiza- 


tion of Health Services of the World Health Organization in Geneva. 


Two years later he moved to Washington, D.C., to work with the 
Pan American Sanitary Bureau, which is also the regional office of 
WHO in this hemisphere. While he held that post, he was elected 
director-general of WHO and took up his new duties in Geneva in 


July 1953. In November 1959 it was announced that Dr. Candau 


had accepted an offer by the 12th World Health Assembly, govern- 


ing body of WHO, to extend his term of office by three years, 


until July 1963. 


JANUARY |, 1960, 


VOL. 34 


easier to do a job oneself than to teach other people 
how to do that job. We believe that WHO’s main 
achievement lies in teaching. We consider that we 
have failed if, when our experts leeve the country. 
they have not left behind them a living organization. 


Do you have experts in hospital administration 
who set up internship programs? 


An expert in hospital administration goes into a 
country and if there is no trained person there he 
arranges for a promising young man to get an intern- 
ship in a country where he can study hospital ad- 
ministration. Once he is trained the expert can then 
leave and rely on the local people to go on with the 
training process. 

From time to time, and depending on the oppor- 
tunity, some WHO experts visit countries that have 
been assisted in order to find out whether the progress 
is satisfactory or whether further assistance is needed 
to ensure the success of the program. 


In other words, doctors and a hospital for them to 
work in and a training program—these are the first 
essentials. Is that right? 


Yes. And then comes preventive work. But I in- 
sist again, you cannot separate the two aspects of 
our work. Medical care and public health must be 
integrated in one plan. 


I’m not sure we always achieve that even in a 
highly developed country like the United States! 
Things are good if the private physician and the pub- 
lic health officer have a nodding acquaintance. They 
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may both be at odds with the hospital administrator. 


Don’t forget that we are speaking mostly about 
areas where the hospital may have the only labora- 
tory for hundreds of miles around. It therefore has 
to serve both the public health officer and the prac- 
ticing physician. And where there is a limited number 
of trained personnel you have to use them to the 
maximum. Every single piece of equipment and every 
trained person must be included in the integrated 
plan where facilities are so limited. 

I always come back to the same point. WHO teams 
never try to change the system of the country, what- 
ever may be.the organization of medical care. But 
we do try to help the people to make the best use of 
what is available to them. 


What’s the best example of this sort of integration 
that you’ve seen? 


I would hesitate to choose a “best example’’. I can 
tell you about one example I happen to know well. 

In Brazil there are some hospitals organized in co- 
_ operation with the Institute of Inter-American Af- 
fairs. They are in small communities of 12,000 to 
15,000 population. These hospitals were organized to 
serve the entire health needs of the whole community. 
The hospitals have outpatient departments which tie 
in with the health center, so that medical care and 
preventive medicine are working together. The en- 
tire ensemble is under the direction of one respon- 
sible person who is like the head of a clinic, a hos- 
pital administrator, and a public health. officer all in 
one. They have the same type of set-up in Israel and 
Yugoslavia. There is no difference between medical 
care and public health. One institution provides 


everything. 


This implies a much broader concept of the hos- 
pital than we have in this country, doesn’t it? 


It may be that a system like that should not be 
considered the universal solution. We have found in 
practice that private physicians can work successfully 
within the integrated system I have just mentioned. 
But it is equally right that in most of the countries 
where WHO people are helping in the organization 
of public health services the hospital has a larger 
role to play than one might expect in countries 
like yours. 

At any rate, the hospital must be part of the life 
of the community. It should come out to serve the 
community instead of waiting for the people to come 
to it. 


How can the hospital achieve this? 


One of the ways would be to get the whole com- 
munity interested in the social problems underlying 
the existing medical structure. In many cases hos- 
pital administrators are too busy to think of this 
aspect of their work and they do not pay sufficient 
attention to the importance of establishing social 
contacts between the hospital oo people. 
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What sort of person does it take to do this success- 
fully? 


First of all, the person has to have a thorough pro- 
fessional training in administration. He also has to 
know the community’s health needs and the condi- 
tions which prevail, because it is only then that he 
can decide how the hospital can give maximum serv- 
ice to the community. For example, he must main- 
tain his hospital as an active unit, providing the 
necessary medical care for those whose need is most 
urgent. But he should at the same time be willing 
to organize programs of domiciliary care and out- 
patient services so that the hospital’s resources are 
extended to the maximum. 

And that brings me to the second point: in addition 
to professional skill, the hospital administrator must 
have certain human qualities. Of course he will have 
to have an understanding for all kinds of people in 
all kinds of situations. If he has these qualities he 
will not try to impose on the community a precon- 
ceived program which does not fit the needs of the 


people. 


In many ways, Dr. Candau, could not what you’ve 
said be applicable for leaders in the health field in 
this country? 


I would say that they are good general principles. 
But there is one closer relationship between work of 
the WHO staff and hospital and medical personnel 
in this country which I have not yet mentioned. 


What is that, Dr. Candau? 


Many of the young people from the developing 
countries come to the United States for training. Hos- 
pital and medical personnel in this country can make 
a great contribution to the work of our organization 
by helping these students. ~ | 


What advice can you give those who come in daily 
contact with fellows and students from foreign coun- 
tries? 


It is not advice. It is a plea that they bear in mind 
the countries from which these young people come. 
In some cultures time, for example, is not as im- 
portant an element as it is here. Furthermore, it 
should also be remembered that when these students 
return to their countries they will be practicing medi- 
cine under conditions entirely different from those 
in the centers where they received their training. If 
it is true that the basic principles of good medical 
care are the same everywhere, it is also true that 
they present certain important variations in detail. 
Therefore the teacher should try to distinguish be- 
tween what is essential and what is nonessential, 
keeping in mind that his students, on returning to 
their own countries, will face tremendous responsi- 
bilities under conditions often much more difficult 
than any the teacher has ever experienced in his 
own career. 
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Early in his term of office, President 
Russell A. Nelson of the American Hospital 
Association enumerated seven major 
challenges that seem likely to be of most 
concern to hospitals in the 1960's. For its first 
number in the sixties, HosPITALS, J.A.H.A., asked 
Dr. Nelson and six other leaders in the health field 
to analyze and interpret these issues in detail. 
Their observations, in sum an informed composite 
outlook for hospitals for the decade to come, | 
are presented on the following pages. 
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= HESITATES these days to 
predict what is going to 
happen tomorrow. To forecast for 
a decade in advance is patently 
presumptuous in so rapidly chang- 
ing a field as employee relations. 
Patterns are evolving, however, 
which seem to point at least to the 


shape of things to come. 


THE SITUATION TODAY 


But first, what is the present 
situation in personnel relations 
and how did we get here? The ac- 
companying graphs were part of 
an article by Henry N. Pratt, M.D., 
director of the New York Hospital, 
published in the June 1, 1958, 
issue of this Journal.! They tell 
more eloquently than words what 
has happened in the _ rapidly 
changing hospital scene. 

The patient-day cost of hospital 
services during the 12-year period 
from 1946 to 1957 increased 283 
per cent in 50 New York City hos- 
pitals, while the cost of hotel-type 
services during the same period 
increased less than 30 per cent. 
The patient-day cost of nursing 
care during the same period in- 
creased in proportion to hospital 
service—-295 per cent. What does 
this mean in terms of patien* care? 

It means, first of all, that the 
number of drugs, diagnoses, treat- 
ments and medical services for 
patients are constantly and rapidly 
expanding. It means that hospitals 
are under irresistible pressure to 
adopt these changes, to purchase 
the drugs, to install the equip- 
ment, to hire the additional tech- 
nicians. It means, to the patient, 


THE GENERAL overhau! of personnel policies being undertaken in more and more 
hospitals will tend to erase conflicts between management and personnel, the 
author predicts. These photographs, showing an extreme example of such con- 
flicts, were both taken outside New York City hospitals during last year's strike. 
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OF THE SIXTIES Higher wae2cs, 


by MARTIN R. STEINBERG, M.D. 


Salaries of unskilled and semi- 
skilled hospital employees have been 
squeezed by the rising costs of in- 
creased medical knowledge and nurs- 
ing care, the author reports. He pre- 
dicts that during the next decade, 
hospitals will greatly improve wages 
and working conditions and that a 
method of payment by the community 
will be perfected which will encourage 
better hospital service. 


services for illnesses which could 
not be served at all before or 
could at best be less than ade- 
quately served. It means shorter 
illnesses, fewer complications and 
longer life. It means, also, a con- 
stantly accelerating rate of in- 
crease in expenses. 

I fervently wish it were possible 
to say that our patients have fully 
paid the increased expenses and are 
now prepared to pay more for the 
even more effective service, lower 


morbidity and longer life whicn 
will inevitably result from the 
steadily increasing medical knowl- 
edge. Unfortunately, that is not 
the case. While the expenses have 
mounted steadily, the increase of 
income has not kept pace. The 
public has not been prepared to 
pay the entire bill for the tremen- 
dous boon of increased medical 
knowledge. 


PUBLIC DEMANDS EVERY ADVANCE 


The community learns about the 
advances very efficiently. Almost 
before it is completed, every for- 


ward step is recounted in the en- 


tire array of public communica- 
tions media, from newspapers and 
journals to radio and television. 
The public is given the words and 
pictures of complicated heart sur- 
gery in a manner which brings it 
home effectively to tens of mil- 
lions in a single program. Having 
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better employee relations ahead 


the knowledge of these things, it 
is altogether natural that the com- 
munity desire them. However, the 
other half of the picture—the 
necessity of paying the bill—is 
given much less effectively. The 
reasons for this are many. It is 
a much less welcome message. The 
bill is high. Most people cannot 
afford to pay for service when they 
need the service. 

A majority have elected to pre- 
pay for hospital care. Our Blue 
Cross Plans are very large and 
cumbersome. They have not de- 
vised successfully a means of 
increasing the bill (and reimburse- 
ment to the hospitals) as the serv- 
ice increases. The service increases 
constantly and will continue to do 
so, whereas premium increases 


must be effected periodically. In 
practical terms, it is difficult to 
adjust Blue Cross premiums more 
frequently than biennially. Many 
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contracts run over, a period of 
three years so that the adjustment 
for them can be made only trien- 
nially. 

The same general principle ap- 
plies to reimbursement by govern- 
ment units for medically indigent 
cases and other patients who are 
the special responsibility of units 
of government. Increased pay- 
ments from these sources are 
sporadic, are subject to political 
considerations, must compete with 
many other governmental obliga- 
tions, and are usually inadequate. 

All of this means that service 
increases, expenses increase and 
income remains relatively static. 
In such a situation, the only course 
open to the hospital governing 
board, if it is to continue to serve 
the community, is to make adjust- 
ments within the circle of ex- 
penses, and that is precisely what 
has happened. The x-ray depart- 


1946—PATIENT DAY COST $9.97 


ments, the pharmacy stocks, the 
laboratories, the ranks of techni- 
cians for all new methods and 
treatments have grown larger. 
They have grown larger at the 
expense of two cost categories: 
maintenance of plant and hotel- 
type services. The American Hos- 
pital Association dramatized the 
effect of the squeeze on plant 
maintenance in a recent report in 
which it was estimated that it 
would take over a billion dollars 
to modernize and renovate our 
hospital plants throughout the na- 
tion.* That this figure is conserv- 
ative is attested to by a recent 
survey of the 81 member hospi- 
tals of the United Hospital Fund 
of New York City, which was 
made by the Hospital Council of 
Greater New York. This survey 


yielded the fact that it would cost 


*Modernizing Needs in ne 
Buildings. Hospital Monograph ries. No. 
Hospital Association, Chicago, 


1957—PATIENT DAY COST $24.40 


AVERAGE COST PER SEMIPRIVATE PATIENT DAY 
UNITED HOSPITAL FUND OF NEW YORK : 
MEMBER GENERAL HOSPITALS (date for 1957 estimated) ae 
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well over 180 million dollars for 
renovation with no expansion. 
Since this article is concerned 
with personnel relations, the focus 
is on the other cost-category that 
has been squeezed: hotel-type 
services. By hotel-type services 
we mean housekeeping, serving 
meals, running elevators, deliver- 
‘ing messages and a host of other 
services which are generally fur- 
nished in hotels. We also include 
other comparable services which 
resemble hotel service, but are 
more complex because our clients 
are ill and confined to bed for at 
least part of their stay. All of 
these services are personal serv- 
ices rendered by relatively un- 
skilled or semiskilled employees. 
They are not generally susceptible 
to automation and mass production 
techniques. They do require the 
use of some machinery, but are 
largely given by “a pair of hands.” 
Squeezing this type of expense 
means squeezing the amount of 
service given and it means tragi- 
cally squeezing the wages of the 
servers. Jt is in this area that we 
have become known as “low-pay 
employers.” It is in this area that 
we find the genesis of much of the 
attitude on the part of the com- 
munity that the Roper survey in 
New York? reported; namely, a 
respect for the scientific progress 
and new methods in the hospitals, 
and a resentment of neglect at a 
time when they are helpless. It is 
in this area that the ferment of 
union activities yields results. The 
circular graphs accompanying this 
article explain the hospital strikes 
in New York and elsewhere, as 


tA Study of the Capital Fund Needs of 
Member Hospitals of the United Hospital 
Fund of New — by the Hospital Council 
of Greater New York Completed in 1957. 


tElmo Roper analyzes the results of this 
New York City survey in his article, ““What 
the public thinks of hospitals,” in Hos- 
PITALS, J.A.H.A. 33:55 Nov. 1, 1959. 


well as the threatened strikes and 
increased union activity in dozens 
of cities and hundreds of hospitals 
throughout the nation. 


What then should we look for- 
ward to during the sixties? I 
would say “better things.” This 
is not desperate optimism. The 
prediction of better things is based 
on a projection of the developing 
scene. Hospital after hospital, and 
indeed groups of hospitals, are be- 
coming aware of the fact that the 
squeeze on wages must be cor- 
rected. Wage rates are being ex- 
amined and are being improved. 
Jobs are being more carefully de- 
scribed and classified. Increments 
are more scientifically and, in most 
cases, more liberally used. Over- 
long work weeks are being trimmed 
back. Perquisites are more 
and more modeled after the cus- 
tom in industry and _ business. 
Higher paid personnel are being 
more selectively hired and better 
trained and better supervised. 

This whole process is not going 
on evenly. It is proceeding much 
too slowly in some areas, much 
better in others, but almost every- 
where the direction is clear. Hos- 
pitals are reaching, and in in- 
creasing numbers exceeding, the 
national minimum wage rate. The 
chaos of 15, 20, or even more wage 


groupings is giving way to the 


more effective pattern of eight to 
12 groups. Consultants and ex- 
perts in personnel relations are 
being used with greater frequency 
and the demand by the hospitals 
in this field is increasing. 

It seems reasonable to predict 
that this trend will continue. The 
hopeful aspect of this trend is that 
the increased expenses for person- 
nel must compete with the area of 
hospital medical services. Medical 


Martin R. Steinberg, M.D., director of New York’s Mount Sinai Hospital 
for more than a decade, has been active in hospital activities nationally 
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Council on Government Relations, a member of the board of governors . 
of the Greater New York Hospital Association, and a director of the 
Hospital Council of Greater New York. He is also a member of the Mayor’s 
Committee on Hospital Reimbursement, New York City. 


services, which are spurred on 
constantly by the unrelieved and 
constructive pressures of greater 
knowledge, are not likely to yield 
to demands of increased personnel 
expense. Indeed, it would be a 
dark age for the nation and for 
civilization if this area were com- 
promised. It would be unthink- 
able that anything be permitted to 
slow the rate at which better 
knowledge is being translated 
through hospital service, as well 
as other health services, into im- 
proved health and well-being. 


NEEDED: A CONVINCING BILL 


If the expenses by reason of 
better wages are to increase and 
if the expenses of medical services 
are not to be cut, the obvious 
answer must be increased income. 
It is in this area—the area of pro- 
ducing a convincing and just bill 
to which the public will respond— 
that a great deal is yet to be done. 
It is my belief, again based on 
what is beginning to happen, that 
this will be done; that during the 
sixties we will perfect a method 
of payment by the community 
which will not limit, but rather 
encourage new and better hospi- 
tal service. 

In summary, our personnel re- 
lations in the sixties will improve 
considerably and will enable us 
to attract and to retain better 
personnel in every area of the 
hospital, but especially in the area 
of hotel-type services. This im- 
provement will be based both on 
the growing determination by the 
hospitals to continue this trend 
and on the community’s increasing 
awareness and acceptance of the 
necessity to pay the bill. . 
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S OF THE SIXTIES 


Clarifying the education 


and role of tomorrows nurse 


by ELEANOR C. LAMBERTSEN, R.N., Ed.D. 


NTIL SUCH TIME as nurses and 

hospital administrators mu- 
tually recognize the interdepend- 
ent areas of concern, nursing will 
continue to be viewed as one over- 
whelming problem. Hospital ad- 
ministrators, physicians and 
nurses do appear to have one area 
of common agreement: nurses are 
essential to hospital operation. Dif- 
ferences of opinion occur in defin- 
ing the role and function of nurses, 
which are essential to hospital 
operation. Problems in communi- 
cation and problems in relation- 
ships arise when vested interests 
supersede the common interests 
that must be the focus of a pro- 
ductive enterprise. Granted that 
nurses are essential, does this nec- 
essarily imply that any one group 
can ,determine the factors asso- 
ciated with essentiality? 

The clarification of the function 
of nursing within the hospital is 
clearly one of the major issues to 
be resolved in the sixties. This is 
a responsibility of nurses, physi- 
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It is the responsibility of nurses, 
physicians and hospital administrators 
to clarify the nursing function in the 
hospital, the author asserts. This, she 
suggests, calls for a collaborative ac- 
tion program by them to improve 
nursing education and nursing service. 


cians and hospital administrators. 
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Images of the past continue to 
haunt everyone concerned. The 
aura of the virtues of the “good, 
old, dedicated bedside nurse” floats 
in and out of any discussion of 
nursing problems. If the nurse was 
different yesterday, so was the 
hospital in which she worked. The 
nurse of the past could not func- 
tion effectively in today’s hospital 
and the nurse of today must be 
prepared for the hospital of to- 
morrow. Bedside nursing? Today’s 
patient is up walking around the 
hospital! 

Nursing, like hospitals, has 
grown and developed with little 
evidence of planned growth. Many 
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of the current problems have deep 
roots in the past and are perpetu- 
ated through the value placed up- 
on tradition. Expedient approaches 
to these problems cannot continue 
to be the solution in the next 
decade. Trends which have influ- 
enced nursing and hospitals should 
be examined as reversible or ir- 
reversible forces; changes must be 
examined as desirable or undesir- 
able in terms of the entire com- 
plexity of hospital services. The 
expanding role of the hospital in 
services to the community will 
continue to have a distinct effect 
on nursing services, and, there- 
fore, on individual nurses and 
nursing education, Only a century 
ago; hospitalization was considered 
a last resort in illness; today, home 
care is considered an experiment. 
In the early stages of hospital de- 
velopment in the United States, 
only the doctor and the nurse were 
concerned with the care.of the 
hospitalized sick. The services of 
the hospital until early in the 
present century consisted of simple 
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AS NEW patient treatment measures develop, so do the nurse’s 
responsibilities. So does the physician's responsibility to help 
the nurse better understand and perform new nursing acts. 


nursing care, housing and feeding 
the patients. 

As specialization evolved in the 
health field—an outgrowth of an 
expanding medical program—ad- 


_ ditional professional and occupa- 


tional groups contributed to the 
service for inpatients and outpa- 
tients, and to the over-all manage- 
ment of the hospital. It has been 
estimated that a hospital employ- 
ing 700 workers may have 150 job 
classifications. Many of these job 
classifications have been influenced 
by national professional organiza- 
tions and state laws. 

Hospital administration as a 
specialty or profession evolved as 
the services of the hospital ex- 
panded from simply providing 
nursing care to providing facilities 
and personnel for the diagnostic 
and treatment procedures essential 
to the practice of modern medi- 
cine. The first administrators of 
hospitals were generally nurses, 
then physicians, but the belief 
now prevails generally that admin- 
istration of the hospital must be 
under the leadership of a profes- 
sionally trained hospital adminis- 
trator. 

Is the initial orientation of the 
hospital administrator to adminis- 
tration and the initial orientation 
of the nurse to the nursing care 
of patients an impediment to a 
mutually acceptable approach to 
nursing problems? This must be 
resolved within the next decade. 
Is one of the basic probiems of 
today that of lack of clarification 
of the leadership role of the hos- 
pital administrator as well as the 
lack of clarification of the leader- 
ship role of the nurse in matters 
affecting the department of nurs- 
ing service? : 

Trends in specialization, asso- 
ciated with increasing delegation 
by physicians to nurses of respon- 
sibility for performing acts which 
were formerly medical, have dis- 
tinctly affected nurses within the 
hospital. As the number of spe- 
cialized workers increased in hos- 
pitals, the hospital administrator 
and the physician clearly expected 
that the head nurse would be held 
responsible for the coordination of 
selected patient and hospital serv- 
ices. These services may have to do 
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with the physician’s plan of medi- 
cal therapy, care and control of 
the environment, financial and 
general administartive controls 
and personnel services. 


SPECIALIZATION IN NURSING 


Specializations occurred within 
the department of nursing service 
as well as in the hospital at large. 


' Today we find ward clerks, 


unit managers, operating room 
technicians, central supply room 
technicians, oxygen technicians, 
psychiatric aides, messengers, 
transportation aides, etc. The trend 
is obvious: specialization — 
as an area of responsibility 
comes more complex. In nursing, 
assistants were employed to as- 
sume responsibility for selected 
technical aspects of the job, and 
this delegation of duties created 
other occupational groups. 

A critical issue facing nurses 
and hospital administration in the 
sixties is that of defining the role 
and function of the graduate nurse 
in the hospital. Can the profes- 
sional nurse preserve and expand 
her role in therapeutic services 
to patients and at the same time 
expand her role in the coordina- 
tion of hospital services? What will 
be the effect on the quality of 
nursing care that can be achieved 
if the nursing care of patients is 
primarily the responsibility of the 
practical nurse and nurse’s aide? 

Increasingly, practical nurses 
and nurses’ aides are assuming 
more and more responsibility for 
direct services to patients. At pres- 
ent, 56 per cent of the nursing 


service staff in nongovernmental 
hospitals and 37 per cent in federal 
hospitals are professional. On the 
average, there are 13 head nurses, 
supervisors and administrators per 
100 bedside nursing personnel in 
general hospitals. The national ra- 
tio of professional to nonprofes- 
sional personnel participating in 
patient care is 1:1. Averages for the 
individual hospital vary, as do re- 
gional averages. The greatest var- 
jiation is in the precentage of hours 
provided by practical nurses or 
nurses’ aides. 


STAFFING PATTERNS IN NURSING 


What nurses and administrators 
have to live with is that avail- 
ability of personnel will of neces- 
sity determine the staffing pattern. 
Solutions will be found through 
(1) improved administrative prac- 
tices and procedures, (2) methods 
for increasing the utilization of 
personnel and (3) a clear defini- 
tion of what constitutes adequate 
patient care. 

General practice in most hospi- . 
tals is to project staffing needs : 
through authorized budgeted posi- , 
tions. The basis for this projection 
is empirical evidence. Certain 
standards or gross measurements 
are implied in these projections. 
The first standard used is based 
on the time orientation of patients, 
doctors and nursing and other per- 
sonnel in the hospital. 

This means that there is or is 
not enough time for available 
nursing personnel to do something 
or there is a delay before an es- 
sential service or activity is carried 
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out. The conclusion emerges that 
given a certain number of nursing 
service personnel on a particular 
unit, things will be done on time. 
The second standard employed 
is based upon the patient’s overt 
response to personnel, therapy or 
environment. Psychological or 
physiological discomfort becomes 
the basis for measurement of pa- 
tient satisfaction about the quality 
of patient care. A study conducted 
by the Division of Nursing Re- 
sources of the United States Public 
Health Service illustrates this.* 
The study, based upon a sample 
of 57 general hospitals with a daily 
average patient census between 
100 and 500, was designed to define 
how omissions in nursing services, 
as perceived by patients and per- 
sonnel, are influenced by the num- 
ber of nursing hours available. In 
the study, the “ideal’’ staffing pat- 
tern turned out to be an average 
of 4.7 hours total nursing care per 
patient per day. Professional nurse 
hours were 2.5 per day, with 2.2 


hours provided by other nursing . 


personnel. The hospitals partici- 
pating in the study provided nurs- 
ing care ranging from 2.5 to 6.2 
hours. 

Since there has been relatively 
little study in the area of nursing 
staffing, empirical] evidence is still 
the best evidence that can be of- 
fered as a guide, but further study 
is essential if safe patient care as 
well as efficient patient care is to 
be assured. 

Hours available are not an in- 
dication of the amount of time 
utilized efficiently. Studies have 
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demonstrated that the average 
general staff nurse may spend up 
to 50 per cent of her time on ac- 
tivities associated with patient 
care. Is this desirable? Have other 
changes within the hospital and 
the practice of medicine reduced 
somewhat the complexity of pa- 
tient care? Certain changes that 
have tended to reduce the element 
of human error as well as the skills 
required are: (1) automation 
within hospitals, (2) drug therapy 
as compared to therapy dependent 
upon nursing procedures and tech- 
niques, (3) advances in surgical 
procedures, (4) the ambulatory 
patient and (5) programs in reha- 
bilitation. 

The writer’s intent is not to min- 
imize the need for competent and 
skilled nursing care, but to point 
out that certain changes indicate 
that practical nurses and nurses’ 
aides are increasingly capable of 
assuming responsibility for certain 
measures that previously required 
a professional level of competence. 


Certainly, it must be emphasized 
that the functions of the depart- 
ment of nursing vary from hospital 
to hospital depending upon the na- 
ture of the program of the hospital 
and the availability of other quali- 
fied personnel. 

A distinctive feature of .the 
nurse’s role in the hospital is that 
this role expands or contracts de- 
pending upon the availability and 
usability of allied health service 
or institutional service personnel. 
For example, if the hospital does 
not have a trained dietitian (and 
four out of five hospitals do not), 
the nurse is usually expected to 
assume responsibility for the nu- 
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tritional problems of patients. If 
the hospital does not have a pharm- 
macist (and 6 out of 10 hospitals 
do not), the nursing service usu- 
ally assumes this responsibility. 
Because of the problems associated 
with the control of the spread of 
staphylcoceal infection, nursing 
may have to assume increasing 
responsibility for the supervision 
and instruction of housekeeping 
personnel in patient areas. 

The trend has been for nursing 
service to absorb specialized serv- 
ices essential to patient care or 
other hospital services not avail- 
able from other employed spe- 
cialists. A primary question that 
must be faced is: Is there a short- 
age of nurses or is there a shortage 
of other paramedical groups which, 
therefore, intensifies the shortage 
of nurses? 

The problems of nursing service 
in hospitals cannot be solved by 
any one group. Certainly, there is 
enough common interest and con- 
cern among hospital administra- 
tors, physicians and nurses, so that 
in the next decade a concerted 
action program will result. But 
any action program must include 
an evaluation of the system of 
nursing education that will pre- 
pare the professional nurse for her 
place in the hospital of the future. 

Regardless of arguments for or 
against the hospital’s responsibil- 
ity for the education of nurses, 
the hospital continues to be the 
major contributor to the education 
of nurses. As of January 1959, 
there were 935 diploma programs 
in nursing, from which 85 per cent 
of the students were graduated. 
Since hospital schools of nursing 
are an integral part of the total 
administration of hospitals, the 
maintenance of standards of edu- 
cation and changes in the educa- 
tional program must have the sup- 
port and understanding of hagpital 
administrators and boards of trus- 
tees. 


The major problem facing hos- 
pital administrators and faculties 
of hospital schools of nursing to- 
day is the issue of accreditation 
and standards for nursing educa- 
tion. This issue exploded a year 
ago. A year ago any resolution to 
the problem appeared to be un- 
certain. The future looks much 

(Continued on page 116) 
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Te PHYSICIAN and the hospital 
are partners in providing health 


care to the American people and 


their attitude and actions in de- 


veloping this relationship will have 


a vital bearing on the success of 
their partnership in the decade of 


the sixties. 


In the past, this relationship has 
tended to be discussed chiefly in 
terms of radiologists, pathologists 
and anesthesiologists. In the fu- 
ture, the relationship must be con- 
sidered more in terms of all the 
medical profession. 

Although the modern hospital 
has developed into a complex busi- 
ness and management organization, 
it remains basically a medical in- 
stitution. Medical practice is being 
organized increasingly around the 
hospital as a service agency and 
it is becoming necessary for both 
physicians and hospitals to ap- 
proach this with the objective of 
providing the best services to the 
public while maintaining and as- 
suring the highest quality of care, 
preserving the professional inde- 
pendence of the physician, and 
continuing the community owner- 
ship, management and support of 
the hospital. 

The challenge for hospitals is to 
strengthen hospital organization by 
providing more effective partici- 
pation by physicians in hospital 
affairs without weakening or 
abandoning the normal trustee- 
administrator lines of hospital 
management. This means more re- 
sponsibility and more authority for 
physicians, not only in the imme- 
diate care of patients where thev 
already are the final authority, but 
in the other aspects of hospital 
operations. 

The very names we give to med- 
ical staff membership tell a suc- 
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The physician 


by RUSSELL A. NELSON, M.D. 


cinct story. In yesterday’s hospital, 
the physician was an occasional 
visitor and he was referred to as 
a member of the visiting staff—he 
was a guest in the hospital who, 
in return for assistance in the care 
of the sick poor, was granted the 
privilege of treating his occasional 
personal patients in the hospital’s 
beds. Even to this day, we general- 
ly identify those with somewhat 
tenuous relationships with the hos- 
pital as members of the visiting or 
attending staff. Those with more 
basic relationships are members of 
the active staff. Still we speak in 
terms of privileges, not responsi- 
bility. 


The traditional role of the visi- 
tor has tended to set physicians 
apart from the management of 
hospitals. Within the medical staff, 
physicians establish their own 
standards of ethical, moral and 
scientific practicé and set up their 
own disciplining mechanisms, as is 
characteristic of any good profes- 
sion. But, set aside in this fashion 
from the administrative structure 
of the hospital, physicians general- 
ly have focused their attention only 
on the medical affairs of the hos- 
pital. It was a simple division of 
authority—medical affairs handled 
by the physicians, management af- 
fairs handled by the administra- 
tors. It was simple years ago, but 
it is not so simple now. We 
have experienced such remarkable 
changes in medical science, medi- 
cal practice and socioeconomics 
that we find the physician and the 
hospital with their functions so in- 
termingled that their relationship 


is undergoing a needed thorough 
re-examination. 

Many of the now unmet needs 
of the public for health care re- 
quire close physician-hospital part- 
nership. Increasingly, we are find- 
ing physicians organizing in groups 
with hospitals in order to provide 
the best and most efficient services 
to the public. Whenever this occurs 
or is suggested, there arise great 
cries of “domination’’, “regimenta- 
tion”, “third-party interference” 
and “corporate practice of medi- 
cine”. Physicians and hospitals 
should be concerned about, but not 
governed, by these outcries. Phy- 
sicians and hospitals are going to 
have to get together to plan new 
services because that is the best 
way to get them and that is the 
way the public will want them. 

The physician will have to be 
brought closer to the’ hospital so 
that he may practice more inti- 
mately within the hospital, envi- 
rons. This is going to mean ‘physi- 
cians’ office buildings related to 
hospitals, increased use by physi- 
cians of hospital outpatient facili- 
ties, less duplication of services 
and expensive overhead in diag- 
nostic facilities, and many other 
efficiencies the American public 
wants of its health practitioners. 

Although the physician must be 
brought into closer relationship 
with the hospital, this must be 
accomplished in such a way that 
he is not destroyed as a profession- 
al individual and the personal 
nature of medical practice is pre- 
served. If physicians and hospitals 
are to work constructively to- 
gether, neither is te dominate 


There cannot be domination of 
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and the hospital 


physicians by hospital administra- 
tors; but neither can the physicians 
take over the hospitals, converting 
them into their own private work- 
shops and ignoring the basic 
community-wide sponsorship and 
function of hospitals. 


A CLOSER RELATIONSHIP 


As the changing concepts of 
medical practice bring the physi- 
cian into a closer working rela- 
tionship with the hospital, it is 
inevitable that he become a more 
intimate part of the organization, 
that his work and the work of the 
hospital become more intermingled. 
As this relationship develops, it 
is important that the values of the 
professional practice of medicine 
be maintained—and hospitals must 
support their maintenance. But, in 
some fashion, the talents of the 
physicians must be used individ- 
ually and collectively to improve 
the general operation of the hos- 
pital. He must be brought to a 
position of greater understanding 
of the reasons for administrative 
action and to a greater realization 
of the implications of medical staff 
action. Just as the medical boards 
of hospitals have set up mechan- 
isms, such as tissue committees, 
to review the quality of the med- 
ical work done by the staff, so 
will they need to set up mechan- 
isms to review the quantity of 
hospital services ordered by the 
staff. In other words, there will 
have to be an audit of the amount 
of health services provided as well 
as a medical review of its caliber. 
The physician must know more 
about and take more of a share 
in the responsibility for the finan- 
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cial decisions of a hospital. The 
physician must be in a position to 
help make the inevitable priority 
decisions as to which services can 
be added to the hospital and which 
services cannot be added. However, 
in bringing this relationship into 
being, the hospital is going to have 
to be careful not to establish a dual 
administrative structure. These 
new responsibilities must evolve 
as functions delegated by the trus- 
tees and administrative officers to 
the medical staff departments. 


Controversies involving the in- 
terdependence of hospitals and 
pathologists and radiologists, meth- 
ods of payments to physicians and 
medical ethics have tended to over- 
shadow the larger issue of rela- 
tionships between hospitals and 
physicians generally. 

It is unfortunate that hospitals 
and the medical profession were 
slow in according full status as 
members of hospital medical staffs 
to certain specialties. But the error 
of the past must not be permitted 
to obscure the necessities of the 
present or the future. 

Nor must we forget that ethics 
are guides for conduct established 
by the profession as a whole for 
the profession as a whole. Hospi- 
tal-physician relationships cannot 
be developed to a mutually satis- 
factory level when ethical concepts 
are established on a piecemeal 
basis. It should be emphasized also 
that thousands of highly ethical 
physicians are providing high qual- 
ity medical care under arrange- 
ments which call for widely varied 
methods of payment. This is espe- 


cially true in the stronger medical 
aepartments of our larger nospitals 
and clinics. 

Just as high quality care can 
be given, and is given, under a 
variety of arrangements, so can 
the greater involvement of physi- 
cians in hospital operations be 
accomplished in various ways: 

1. The greater departmentaliza- 
tion of medical activities and the 
development of strong medical de- 
partment heads devoting consid- 
erable time to implementing poli- 
cies established by the proper 
hospital boards for the care of 
patients. 

2. Improved communication be- 
tween medical departments as well 
as between the medical staff and 
the administrators and the board 
of trustees through such devices as 
joint conference committees, med- 
ical departmental meetings, the 
attendance by members of the 
medical staff at trustee meetings 
and the attendance by administra- 


tive officers at medical staff execu- .- 


tive committee meetings. 

3. Increased use of committees 
of the medical staff in planning 
for hospital facilities and in re- 
viewing the use of hospital services 
from the standpoint of providing 
the maximum efficiency and econo- 
my, as well as the highest quality 
of care, to the public. 

Whether physicians should be 
members of boards of trustees of 
hospitals has been discussed pro 
and con for many years. Those in 
opposition point out the conflict of 
interest involved. However, boards 
of trustees would profit by the 
participation of experienced physi- 
cians, where it is felt that conflict 
of interest would b* a minor mat- 
ter. This seems to work satisfac- 
torily in many hospitals. In any 
event, it would be important that 
the physician represent the hospi- 
tal and the community as a whole 
and not be a representative of any 
specific group of hospital physi- 
cians and not confine his partici- 
pation to medical affairs. 

If physicians and hospitals are 
to fulfill adequately their responsi- 
bilities in meeting national health 
needs in the dawning decade, it 
will be essential that they work 
more closely together and come to 
a better understanding of each 
other’s problems and attitudes. ® 
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BLUE CROSS ENROLLMENT 
55,880,414 


55,374,315 


O 


32,921,212 


O 


PAYMENTS TO HOSPITALS 


#1,357,392,014 


$132,162,960 


BLUE CROSS OPERATING EXPENSE 


10.08% 


6.01% 5.91% 


N THE NEXT decade, and proba- 

bly in the first years of it, Blue 
Cross will live and grow—or it 
will die. Its survival will depend 
on its ability to formulate a na- 
tional prepayment plan. This is the 
opinion of the Committee on Rela- 
tions with Hospital Service Plan 
Organizations, an ad hoc subcom- 
mittee of the American Hospital 
Association’s Committee on Devel- 
opment. 

The Committee was appointed in 
February, 1959, to study (1) rela- 
tionships between the American 
Hospital Association, the Blue 
Cross Commission and the Blue 
Cross Association; (2) the ap- 
proval program of the American 
Hospital Association for hospital 
service plans, and to make recom- 
mendations about both. 

Seeds of prepayment’s present 
problems took root shortly after 
World War II when industries, 
with employees scattered across 
the nation, asked for uniform cov- 
erage and uniform rates. It was a 
request that Blue Cross with its 
varied plans could not fulfill, and 
industry dissatisfaction grew. 

To deal with this problem of 
national enrollment, the Blue Cross 
Association was formed in 1948 
and activated as a selling organiza- 
tion in 1957. It was only a few 
months later that the prepayment 
system was thrown squarely into 
the limelight by the New York 
City public hearings on rates, first 
of a series that continue today. 


WHAT IS BLUE CROSS? 


While these hearings posed many 
questions, the basic one was: What 
is Blue Cross? Is Blue Cross a 
hospital mechanism to assure pay- 
ment? Or is Blue Cross a com- 
munity mechanism to control hos- 
pitals through payment for hospital] 
care? The hearings raised many 
in-between questions. For example, 
is Blue Cross a community mech- 

nism to assure the community of 
the most economical way of paying 
for hospital care? 
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CROSS SAVE ITS 


Life or death is the challenge facing 
Blue Cross in the next decade, the 
author states. In order to meet the 
challenge, Blue Cross must decide 
what it is, how it can meet public 
demands for prepayment coverage and 
where it can strengthen its connection 
with voluntary hospitals of the United 
States. 


As the light of the hearings 
diffused over the subject, it be- 
came increasingly apparent that 
nobody knew just what Blue Cross 
was—not even Blue Cross itself. 
Blue Cross had had a rapid and 
undisciplined growth, so it was 
high time to find out what it had 
become and what it should be 
doing. In essence, this is what the 
Committee on Relations with Hos- 
pital Service Plan Organizations 
has tried to do. 

It is the Committee’s opinion 
that Blue Cross is not a piece of 
hospital machinery to pay hospital 
bills.. Rather, it is a community 
mechanism de- 


As one attempts to examine the 
“whys” of the situation in which 
hospitals and Blue Cross now find 
themselves, one inevitably comes 
to the realization that it is prob- 
ably a natural development. Group 
hospitalization through Blue Cross 
has provided care to a great ex- 
tent for a segment of our society 
which was greatly neglected prior 
to the inception of the nonprofit 
hospitalization idea. A quarter of 
a century ago, it was a generally 
accepted fact that the sick poor in 
this country were receiving care, 
but that the middle class citizen 


was unable to finance adequate 


medical care and hospital services. 
To a marked degree, Blue Cross 
has solved this problem, but in 
doing so, other problems have 


evolved. They face us at this time. 


If hospitals and Blue Cross are to 
remain a potent force in the health 
care of our people, we must dem- 
onstrate, with courage equal to 
that of our predecessors, the abili- 


to be a paradox because, supposed- 
ly, such an arrangement consti- 
tutes taking an unfair advantage 
of the subscriber and of the public. 
Ordinarily, for a commercial ar- 
rangement to be healthy within 
the framework of our country’s 
economic: system, the elements of 
the arrangement should be sepa- 
rated. Then they can produce a 
type of benefit deriving from a 
competitive relationship in which 
each operates independently. Ab- 
sence of these features seemingly 
constitutes valid criticism of the 
alliance of hospitals and Blue 
Cross. 


A SOCIAL PHILOSOPHY 


This criticism does not cover the 
entire subject, however, nor does it 
invalidate the reasons for the tra- 
ditional Blue Cross-hospitals re- 
lationship. Blue Cross is more than 
an insurance program; it is a social 
philosophy, a community concept 
and a health care service. A hospital 
insurance program 
with these char- 


signed to obtain for 
the public the best 
hospital care at 
the best price. 
When taken in 
its fullest context, 
the subject, “Re- 
lationship of Hos- 
pitals and Blue 
Cross”, transcends 
the individual 


Shortly after this article was written, the Board of Trustees of the 
American Hospital Association adopted a resolution approving in prin- 
ciple the establishment of a common governing body, outside the 
corporate structure of the AHA, for Blue Cross organizations. The 

- resolution further stipulated reciprocal representation on the respective 
governing boards of the AHA and the proposed Blue Cross governing 
body, with the understanding that the Association would retain the 
Approval Program for Hospital Service Plans, administration of the 
license and protection programs for the Blue Cross symbol and respon- 
sibility for hospital-Blue Cross relations. 


acteristics has a 
valid reason for 
existence. Without 
it the health field, 
including both 
purveyors and re- 
cipients of health 
service, would 
suffer a great dis- 
advantage. This 


Blue Cross Plan 
and the single 
hospital. It is more even than the 
relationships of all the Blue Cross 
Plans to all the hospitals of the 
nation because it involves a social 
philosophy. Literally, the manner 
in which we face up to this rela- 
tionship will point the way to 
achieving the type and quality of 
hospital care that the people of 
our country should receive. Fur- 
ther, our ability to cope with the 
inherent problems in this relation- 
ship will undoubtedly determine 
the effectiveness of Blue Cross in 
the future. 
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ty to face and solve our present 
problems. 

In studying Blue Cross today, 
the Committee on Relations with 
Hospital Service Plan Organiza- 
tions faced two fundamental ques- 
tions. They were: (1) What is the 
future of Blue Cross? (2) Does 
the American Hospital Association 
have any right to be a part of the 
Blue Cross organization? 

Let me share with you our 
thinking on these matters. That 
hospitals should be a party to a 
hospital insurance program seems 


disadvantage 
would appear in 
many forms. Among them—inade- 
quate protection, exclusion from 
benefits of individuals with cer- 
tain illnesses and exclusion of cer- 
tain age groups. These problems 
alone are sufficient to call attention 
to the necessity of extending Blue 
Cross into the future. Especially so 
as Our society assumes that every 
person has an inalienable right to 
hospital care when needed. As 
hospital people, we are in agree- 
ment with society’s pronounce- 
ment of this right. We are also 
aware of the problems of pro- 
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viding hospital care that stem 
from this pronouncement. 

disintegration or localiza- 
tion of the Blue Cross Plans, and 
the disappearance of their present 
concepts, would have a dramatic 
effect upon the health care econo- 
my of our nation. Because of its 
low administrative cost and its 
nonprofit nature, Blue Cross is 
able to pay a larger precentage of 
its income in hospital benefits than 
is commercial insurance. 

These characteristics dramati- 
cally represent the two philosophies 
involved. The philosophy of Blue 
Cross is one of social interest—the 
concept that the individual has a 
right to health care, a right super- 
seding that of another individual 
to increase his capital. The phi- 
losophy of commercial insurance 
is that it is an investment of capi- 
tal in the health field for the pur- 
pose of increasing that capital. 

Granting this commercial prin- 
ciple, it follows that an appreciable 
percentage of money would be di- 
verted into areas of economic ac- 
tivity outside the hospital field. 
The extent to which the available 
money is divided between the 
. hospital service area and the non- 
hospital areas of economic activity 
means that additional funds would 
_ be needed for hospital care. Such 
_a condition would force the gov- 
ernment to assume a heavier load 
of hospital care payments. 


AN INALIENABLE RIGHT 


The conclusions above are based 
on the axiom that every person 
has an inalienable right to medical 
and hospital care. Since hospitals 
(at least at a group) cannot deny 
this care, the social philosophy, 
exemplified by Blue Cross, is a 
logical one. 

This point of view does not dis- 
credit profit-making private enter- 
prise, but demonstrates that 
financing hospital care has a dif- 
ferent basis. As long as our society 


believes that hospital care should 
not be denied those in need, Blue 
Cross is logically and irrefutably 
supported. 

The crux of the matter is this: 
If Blue Cross becomes extinct, or 
if scores of small Plans appear, 
keen competition will result from 
their efforts to select the low-risk 
groups. Such competition means 
that many people will not be pro- 
tected. The existence of unpro- 
tected groups will produce another 
result: Either the inalienable right 
to health care will be destroyed, or 
government financing of health 
care will have to be amplified. The 
latter is more likely to occur. 

If adequate financing of hospital 
care through prepayment is to be 
sufficiently comprehensive to meet 
the hospitalization needs of a whole 
people, Blue Cross must be per- 
petuated. To achieve this exten- 
sion, Blue Cross mus continue its 
partnership with the hospitals of 
the country. Without this partner- 
ship, fragmentation of Blue Cross 
will occur. The result of such frag- 
mentation will be elimination of a 
social philosophy, the end of the 
concept of universal care and the 
death of the service principle in 
the sphere of writing hospital in- 
surance. 


Looking to the future, the Com- 
mittee on Relations with Hospital 
Service Plan Organizations agrees 
that one of the goals of Blue 
Cross and hospitals should be the 
achievement of a basis of reim- 
bursement that can be rationally 
supported, understood and de- 
fended. This project also calls for 
application of the best intellects to 
the study and definition of hospital 
costs. The central issue in reim- 
bursement to hospitals is what is 
justly due the Blue Cross sub- 
scriber, what is due the hospital, 
and what is due to be retained by 
Blue Cross so that its financial 


structure will endure. To fulfill the 
social obligation innate in Blue 
Cross, the primary concern of the 
parties involved must be to pro- 
vide a product consistent with its 
philosophy and to distribute the 
economic resources so that the 
welfare of all may be mutually 
equated. This is to say that there 
can be no such practice as “out- 
smarting the other party” in the 
division of economic resources. 
The principles upon which Blue 
Cross is predicated must not be 
violated by failure to reach an 
equitable agreement on this point. 
Self-interest, a natural inclination, 
must be transformed into a mu- 
tual, workable interest of the 
whole. Since the Blue Cross Plan 
must be financially stable, this re- 
quirement cannot be overlooked. A 
clear definition of fair reimburse- 
ment will tend to remove probably 
the highest hurdle in Blue Cross- 
hospital relationships. It is a goal 
which must be attained. 

Ours is an age in which we work 
as purveyors of goods and services 
in a national context. To achieve 
a marked degree of success in the 
sale of a product or service, one 
must create and maintain a nation- 
wide appeal. This applies to Blue 
Cross. It must be presented as a 
nation-wide product in order to 
reach the maximum number of 
potential consumers, 


A NATIONAL PRODUCT 


In our national life today, we 
see united groups on every hand. 
National organizations and nation- 
al associations are becoming in- 
creasingly numerous. They ramify 
into local communities in such a 
way as to make possible common 
purposes, common understanding 
and common activities among the 
membership of these groups. This 
type of national endeavor is for 
one purpose—effectiveness. To- 
day’s communication facilities lend 


(Continued on page 116) 


Frank 8S. Groner, as chairman of the American Hospital Association’s 
ad hoc Committee on Relations with Hospital Service Plan Organizations, 
has carefully studied the past and present operation and administration 
of Blue Cross and is well qualified to discuss the future role and operation 
of Blue Cross. Mr. Groner’s selection last August as the next president 
of the AHA was a fitting climax to his many years of service to the 
Association. He is a former trustee, council member and chairman, and 
AHA delegate. He is also beginning his 15th year of service as adminis- 
trator of Baptist Memorial Hospital, Memphis. 
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THE USE of this beam-type cobalt therapy machine would be available, under regionaliza- 
tion, to all hospitals in the regional group lacking such facilities for patient treatment. 


Regional planning cannot 


remain a paper pattern 


by JACK MASUR, M.D. 


HIS IS A GOOD TIME to appraise 

the progress of hospitals and 
to ponder the problems which con- 
front us as we enter the 1960’s. We 
have just completed a decade of 
gratifying progress in catching up 
with the effects of long years of 
depression and war. In the recent 
period of prosperity, these achieve- 
ments included a more orderly 
distribution of hospitals, more sta- 
ble sources of financing hospital 
care of the sick, and more effective 
methods of diagnosis and treat- 
ment. One of the major efforts 
ahead of us is the vigorous devel- 
opment by hospitals of collective 
voluntary action through various 
types of representative regional 
organizations. 


CUE TO PROGRESS: COORDINATION 


The noble ambition of bringing 
the best of medical care to all the 
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Hospitals cannot continue to claim 
an increasing share of the economy’s 
money, students and facilities, the 
author states. He contends that col- 
lective voluntary action of hospitals 
through regional planning offers tre- 
mendous potential for more efficient 
utilization of hospital heds, improved 
standards of care in small hospitals 
and a more realistic approach to the 
postgraduate education of practicing 
physicians. 


people is shared by physicians, 
medical educators, health officials, 
hospital administrators and other 
health allies. Our chances of doing 
better in the near future appear 
to depend on whether doctors, 
deans and bureaucrats (voluntary 
and governmental) will be ready, 
able and willing to join in group 
activities. As more people demand 
more care, we shall not be able 


EENGES OF THE SIXTIES 


to claim continuously a greater 
share of our economy’s money, 
students and facilities. We are ob- 
ligated to use a coordination device 
which will permit dynamic plan- 
ning and economical utilization of 
resources. This can be accom- 
plished effectively on a regional 
basis, while we still retain the 
advantages of local enterprise and 
responsibility. 

It is almost 40 years since the 
concept of regional organization 
was applied to health activities. 
We now think of regionalization as 
a process for the organization and 
coordination of health services in 
an area in order to improve the 
quality, efficiency, and availability 
of care. 

In striving to achieve these ob- 
jectives, there are many routes to 
be followed in a coordinated hos- 
pital system: 

1. Orientation of trustees, to 
give them broader exposure to the 
traditions and practices of other 
medical agencies. 

2. Improvement of hospital 
management through: 

@ Administrative departmental 

consultation (e.g., nursing, phar- 

macy, plant operation.) 

@ Training programs for all 

categories of hospital personnel. 

@® Uniform cost accounting. 

® Standard statistical data. 

® Coordinated medical records. 

® Joint purchasing. 

@ Group insurance. 

® United fund raising. 

@ Other combined operations of 

institutional services which can 

be performed more efficiently 
on a central basis. 

3. Collaborative planning of 
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hospital building and expansion. 

4. Joint use of such special fa- 
cilities as: 

@® Premature nursery. 

® Blood bank. 

® Rehabilitation center. 

@® Nursing homes. 

® Medical library. 

5. Pooling of clinical and tech- 
nical skills for extension of diag- 
nostic and treatment services. 

® Consultations in such disci- 

plines as clinical pathology, 

roentgenology, electrocardiogra- 
phy. 

@ Analyses of professional care. 

6. Continuation education of 
physicians, nurses technicians, and 
others, including expanded oppor- 
tunities for residency training and 
visiting specialists. 

7. Referral of complicated cases 
to a medical center. 


CONCEPT OF REGIONAL PLANNING 


The concept of regionalization 
for a coordinated system was writ- 
ten into the Hospital Survey and 
Construction Act of 1946 (“Hill- 
Burton Act”) as a fundamental 
principle, following the recommen- 
dations of the Commission on Hos- 
pital Care. It was recognized that 
the small hospitals of rural areas 
should have the benefit of active 
affiliation with larger hospitals in 
order to improve their effective- 
ness. 

The elements of the regional 
plan involve: 

1. A base area: teaching hospi- 
tal, preferably associated with a 
medical school, complementing the 
work of affiliated hospitals. 

2. An intermediate area: gen- 
eral hospital of approximately 100 
beds. 

3. A rural area: small hospitals 
and health clinics. 

The first significant pilot pro- 
gram in regionalization of hospital 
services was begun in 1931 in New 


England by the Bingham Associ- 
ates Fund to ameliorate “the plight 
of the rural physician...cut off 
from the stimulating and develop- 
ing contacts which his urban 
brother enjoyed... progressive 
medical societies, hospitals, clinics, 
and medical school teaching.” An- 
other well known program, estab- 
lished in 1946 with the support of 
the Commonwealth Fund, is the 
Council of Rochester Regional Hos- 
pitals (“a voluntary association of 
hospitals and their medical staffs 
in the interests of good hospital and 
medical care’). Foundations have 
stimulated and supported other 
demonstration programs: the Duke 
Foundation in the Carolinas, the 
Commonwealth Fund in Virginia, 
the Kellogg Foundation in Michi- 
gan. 

There have been wide variations 
in the scope and administrative 
relationships of regional hospital 
and health activities. Emphasis on 
graduate medical education has 
been provided by programs of the 
University of Buffalo, University 
of Colorado, Emory University, 
University of Kansas, University 
of Michigan, University of Min- 
nesota, New York University, Tu- 
lane University, Medical College 
of Virgina, and University of Vir- 
ginia. 


COMMUNITY HOSPITAL PLANNING — 


Special attention to community 
planning of hospitals is well il- 
lustrated in the activities of the 
Hospital Council of Greater New 
York and more recently by similar 
organizations in Chicago and De- 
troit. In the past five years the 
U.S. Public Health Service, through 
its Division of Hospital and Medi- 
cal Facilities, has made a number 
of grants for the encouragement 
of demonstration studies of cer- 
tain aspects of regional hospital 
activities. 


However, from the viewpoint of 
the entire country, we have not 
really made a good head start in 
the integration of hospital services 
on a regional basis. For more than 
10 years the State Hospital Survey 
and Construction Agencies (“Hill 
Burton State Planning Agencies” ) 
have submitted plans which in- 
cluded: (1)inventory and apprais- 
al of existing hospital facilities; 
(2) need for additional facilities; 
(3) program for construction, (4) 
delineation of “hospital service 
regions” for coordination among 
facilities of each region, including 
lines of affiliation between base 
hospitals, intermediate hospitals 
and rural community clinics. This 
latter portion of state plans deal- 
ing with cooperation between hos- 
pitals remains unheeded planning, 
and for the most part is still a 
paper pattern. 

Factors of medical economics, 
civic pride, institutional autonomy, 
and professional chauvinism have 
retarded the initiation and devel- 
opment of coordinated hospitals 
systems. There are voices through- 
out the land pleading for greater 
efficiency in the over-all utilization 
of hospital beds, improvement in 
the standards of care in small hos- 
pitals, and more realistic ap- 
proaches to continuing education 
for practicing physicians. There is 
a growing feeling that the promo- 
tion of interchange of services 
among hospitals will do much to 
bring the benefits of our vast medi- 
cal research programs earlier to 
patients in both urban and rural 
areas. 


In 1951 the President’s Com- 
mission on the Health Needs of the 
Nation pointed out the need for 
better comprehension of the po- 
tential values of regional hospital 
plans by medical societies, medical 


Center, National Institutes of Health, U.S. Public Health Service, Bethesda, 
Md. After receiving his medical degree from Cornell University Medical 
School, Dr. Masur served his internship at Bellevue Hospital Center, New 
York, and completed a residency in medicine at Montefiore Hospital, New 
York. He spent seven years in administration of civilian hospitals before 
joining the Public Health Service. Formerly a trustee of the American 
Hospital Association, Dr. Masur is currently a member of the AHA Com- 
mittee on Listings and concurrently an AHA representative to the Joint 


HOSPITALS, J.A.H.A. 


2 
~ 
3 
ae 
Eg 
48 
4 


ACTUALLY functioning systems of hospital coordination are essential for the 
sixties, the author states. Below is Minnesota's proposed plan. Drawing at 


right indicates among health care units of various types. 


educators and hospitals. It recom- 
mended that federal funds be made 
available to state and local health 
agencies (hospitals, health depart- 
ments, medical schools or other 
appropriate bodies) for the pur- 
pose of encouraging demonstra- 
tions on a pilot basis of the better 
organization of health services 
through regional coordination. 
Throughout the discussions there 
was reiterated the view that, in 
the long range development of 
regional plans, financial support 
should come from multiple sources, 
such as membership dues, tuition 
income, savings on joint services, 
Community Chest support, Blue 
Cross payments and local, state and 
federal grants. 

We have made tremendous 
strides in hospital planning and 
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- 
MINNESOTA PLAN 
PROPOSED COORDINATED HOSPITAL SYSTES 


construction through a sound pro- 
gram of successful cooperation be- 
tween federal government, state 
government, and voluntary agen- 
cies. I believe that by implement- 
ing regional cocrdination in this 
new decade, we shall achieve equal 
gains in providing care to more pa- 
tients, more effectively and more 
economically. Many of the prob- 
lems of time, distance and con- 
venience will be lessened by the 
availability of electronic systems 
for the facsimile transmission of 
records, x-rays, and diagnostic 
tracings. The ready availability of 
closed circuit or private coded tele- 
vision will facilitate interhospital 
medical consultations and more 
sophisticated postgraduate courses. 
The advantages of cooperative re- 
search endeavors now being con- 


ducted in many hospitals in cancer 
chemotherapy, heart disease and 
perinatal investigations will be- 
come increasingly apparent and 
applicable to routine care. Most 
important will be the growing 
awareness that regional pro- 
fessional and administrative alli- 
ances will enable dedicated and 
conscientious physicians to remain 
abreast of current developments, 
increase their diagnostic and thera- 
peutic skills and participate with 
greater responsibility in the 
betterment of hospital activities. ® 
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BES OF THE SIXTIES 


‘Election year Congress’ may set trends 


HE FIRST SESSION of the 86th 

Congress is now history. The 
second session is only a few days 
away. What were some of the high- 
lights of this session? What did this 
first session do or not do for hos- 
pitals and health care? Can we 
expect the second session to enact 
any legislation that will vitally 
affect the hospital field throughout 
the next decade? 

The November 1959 issue of This 
Month In Washington, a publica- 
tion prepared by the American 
Hospital Association Washington 
Service Bureau, states that this 
second session will be a “presiden- 
tial-election-year Congress’’. This 
means that many domestic health 
and hospital issues will be defined 


by RAY AMBERG ~ 


Many major items concerning hos- 
pitals may be enacted as federal legis- 
lation in the 1960's, according to the 
author. He analyzes the areas of medi- 
eal care in which legislation is most 
vitally needed, including federal aid 
for medical schools, expansion of Hill- 
Burton hospital programing, funds for 
nursing education, and aid programs 
to serve the interests of the aged, 
needy and the physically disabled. 


in terms of a party platform. The 
stands the political parties take 
this year on health issues may set 
the pattern for legislation affecting 
hospitals for a good part of the 
next decade. 

Many major items of concern to 
hospitals will carry over from the 
first session of the 86th Congress. 


A LAW enacted during the first session of the 86th Congress that will be of considerable 
importance to hospitals in the decade ahead was S$. 2162: An act to provide a health benefits 


program for government employees. 


“te 2162 


IN THE HOUSE OF REPRESENTATIVES 


Jory 29, 1958 
Referred to the Committee on Post Office and Civil Service 


AN ACT 
To provide a health benefits program for Government employees. 
1 Be it enacted by the Senate and House of Representa- 
2 tives of the United States of Ameriga in Congress assembled, 
3 That this Act may be cited as the “Federal Employees 
4 Health Benefits Act of 1959”. 
5 DEFINITIONS 
6 Sec. 2. As used in this Act— 
1 (a) The term “employee” means an appointive or elec- 
8 tive officer or employee in or under the executive, judicial, 
9 or legislative branch of the United States Government, in- 
10 eluding a Government-owned or controlled corporation (but 
11 not including any corporation under the supervision of the 


BENEFITS TO BE PROVIDED UNDER PLANS 

Spo. 5. (a) To the extent possible with the funds avail- 
able under this Act, the benefits to be provided under plans 
described in section 4 shal] be the following : 

(1) Service BENEFIT PLAY.— 

(A) Hosprra. sewerrns.—Benefits which the Com- 
mission finds to be equivalent to the full cost of hospital care 
in semiprivate accommodations in a general or acute special 
hospital for one hundred and twenty days in any period of 
continuous care or for one hundred and twenty days in the 
aggregat’ in any periods of such hospitalization separated 
by ninety days or less, except that such continuous or aggre- 
gate periods in the case of tuberculosis and nervous and men- 
tal conditions shall be thirty days. 

(B) Suraicat which the Com- 
mission finds to be equivalent to the reasonable, necessary, 
and customary charges for surgical services, and for care of 
abnormal deliveries, made to persons with incomes less than 
those of the one-quarter of Federal employees earning the 
highest incomes. 

(C) MEDICAL BENEFTTS.—Benefits which 

8. 2162-2 
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All these issues will be back—all 
affect the voluntary hospital sys- 
tem. The first session fairly well 
disposed of’such items as Medicare, 
federal loans for hospitals, college 
housing, Hill-Burton appropria- 
tions, federal employees’ health 
service. Items which have been 
left pending are federal aid to 
medical education, which would 
affect the increased output of med- 
ical schools; expansion of Hill- 
Burton hospital programing; and 
programs to serve the interests of 
the aged, the needy and the physi- 
cally disabled. 

HILL-BURTON: A MODEL PROGRAM 


The Hill-Burton program is a 
positive program that has been 
going on for 12 years. This is a 
continuing program which has been 
expanding to meet the exploding 
population and the changing needs 
for hospital care. It is a splendid 
example of how federal legislation 
can be administered effectively 
through programs within the states 
without endangering or destroying 
the voluntary health care program. 

The Hill-Burton program offers 
great potential for effecting neecv'ed 
hospital improvements during the 
next decade. It is important that 
federal aid for modernization and 
renovation projects be provided 
through a Hill-Burton amendment. 
In addition, new low interest, long- 
term federal loans should be added 
to the program. Many older hos- 
pitals, which occupy valuable sites 
that are admirably suited to their 
purposes, have basic modern utili- 
ty. In many instances, these hos- 
pitals have both modern additions 
and outmoded units. These out- 
moded units are amenable to being 
adapted and brought up to date 
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for a decade 


in order to provide the same kind 
of scientific equipment and accom- 
modations supplied in the newly 
erected structures. No specific sum 
for this type of legislation has been 
mentioned, but this is an item that 
requires high priority. 

The sums provided under Hill- 
Burton for nursing home facilities 
are most inadequate; they are but 
token payments which scarcely be- 
gin to answer the real financial 
need. The sums for nursing home 
construction need to be vastly in- 
creased. Any funds that Congress 
would be willing to appropriate 
could be put to good use in pro- 
viding both free-standing nursing 
homes adjacent to hospitals and 
nursing homes that are part of 
general hospitals. A program of 
guaranteed mortgage loans for the 
construction of nursing homes also 
would assist in speeding up con- 
struction of these facilities. 


Several bills now before House 
and Senate committees would pro- 
vide federal funds for support of 
professional nursing education. It 
is an absolute “must” that we 
achieve federal support of nursing 
education during the 1960’s; this 
support is necessary to assist in 
training nurses in the various lev- 
els from practical nurses to nursing 
teachers in administration. Several 
approaches have already been pro- 
posed: for the extension of such 
health care programs. To date the 
principal consideration has been 
given to support for programs of 
nursing education, principally at 
the collegiate level. 

Anyone familiar with the prob- 
lems of recruiting nurses, includ- 
ing staff nurses for general nursing 
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HOW BILLS BECOME LAWS 


Often one says facetiously or seriously that there ought to be 
a law. Into the Congressional hopper each session are placed hun- 
dreds of bills intended to create a statutory or written law, to create 
a new program, to correct inequity or to regulate various functions 
of business and government. 

Bill’ is a term used to designate the draft of proposed legisla- 
tion until it is enacted into law. Before being introduced in Congress, 
a bill is assigned a number—H.R.0000 in the House and $.0000 in 
the Senate. This number is used to identify a bill in both sessions of 
a Congress. If the bill carries over to the succeeding Congress, how- 
ever, it is given a new number. 

The bill must be reported out of committee for action by the 
House. Members of the House are informed of the purpose of the 
bill by its being read. In most instances, there are three readings: 
first, the title of the bill may be read; second, part or all of the bill 


is read; third, a decision is made by vote. 


Upon passing the House, the bill is sent to the Senate for the 
same procedure. Upon passage by both bodies the bill is submitted 
to the President for his signature or veto. If signed by the President, 
the bill is given a chapter and number; these constitute the official 
reference to the statute as designated in the laws of the session. 

In addition to Congressional legislation, legislation is enacted by 
state legislatures, city councils, county boards, townships and other 
subdivisions of government. Then, too, there are statutes that permit 
regulation by agencies of government which have the effect of law, 
such as those of the Food and Drug Administration, the U.S. Public 
Health Service, police departments, boards of health and many 
others. No one can estimate the thousands of statutes and ordinances 
that accumulate during the course of a single year. 

In addition to the items of law listed are the big body of tax 
laws; these are almost inevitably tied up to all other groups. 

Legislation may be described as corrective or remedial, preven- 
tive, positive or by scores of other definitions. Legislation is also 
classified as good legislation—that which meets criticism by ably 
doing the job for which the bill is intended—and bad legislation, 
which will not do what it proposes to do and will either defeat the 
purpose for which it is drawn or have some other deleterious effect. 
Much of the accumulated body of law becomes obsolete or ineffec- 
tive after its purpose is served; the vaults of libraries are therefore 
filled with books of laws which no longer enter into the lives of 
citizens.—RAY AMBERG 
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- care, must be conscious of the great 


lack of personnel available in this 
category. Support for federal sub- 
sidies for the training of diploma 
and practical nurses would assist 
greatly in relieving this shortage, 
especially in bedside care. Basic 
nursing education stands out in its 
field as being the only large seg- 
ment of higher education that re- 
ceives practically no support from 
government, either state or federal. 
Certainly, the nurses’ needs should 
not be considered less important 
than those of teachers or other 
groups which serve the public. 
Some drastic action should be taken 
to solve this problem. 

Public assistance programs have 
been the concern of the federal 
government and have been admin- 
istered by the states for several 
years. Old age assistance, aid to 
the blind, and aid to dependent 
children are the principal categor- 
ies. All of these items, too, are 
increasingly: affected by the grow- 
ing population; during the next 
decade, these groups will need to 
have really adequate sums to do 
the job they are intended to do. 
Support of the American Hospital 
Association will mean a great deal 


_in these areas. 


HEALTH CARE FOR AGED 


Coming more into focus is health 
care of the aged. The number of 
aged citizens continues to increase 
while programs for assistance in 
the health care program of these 
groups seems to be getting exactly 
nowhere. Thoughtful committees 
and groups have given much time 
to the problem but nothing posi- 
tive has emerged; solutions to the 
problem of health care for the 
aged will be increasingly demanded 
during the next 10 years. 

Recently the officers of the 
American Medical Association and 
the American Hospital Association, 
meeting in joint session, proposed 


a positive, drastically stepped-up 
medical care program for the in- 
digent. The officers asked all seg- 
ments of the membership in their 
respective organizations to assist 
in gathering support at the local 
level, principally the state and 
county. It had been pointed out 
that great numbers of the retired 
aged are not under social security 
and do not have adequate funds to 
secure the proper medical and hos- 
pital assistance. Retirement at age 
65 produces many problems. Medi- 
cal needs become greater at this 
time of life and forced retirement 
results in loss of health insurance. 
Prevailing payment schedules make 
insurance nearly prohibitive for 
older people. Reduced schedules of 
hospital care and medical coverage 
result in the neglect of some con- 
ditions; these conditions could be 
diagnosed and treated once careful 
planning has created sufficient yet 
inexpensive coverage for the aged. 
Here the assistance of local agen- 
cies, such as the state and county, 
may require adequate legislation. 
The patterns for a better pro- 
gram for increased care of the in- 
digent may require a new kind of 
legislation based upon thorough 
study. In many states, the problem 
has been met through the benevo- 
lent attitudes of the state and coun- 
ties, with the result that proper 
legislation is now in effect. There 
is valid objection to the means test; 
in order to overcome the objections 
to this procedure, legislation should 
be designed to see that interminable 
hours are not spent by people in 
need of care before they can be 
given hospital assistance. An ag- 
gressive, thoughtful program to 
meet the problem of the aged will 
certainly decrease the pressure for 
national federal programs. 


GRANTS FOR MEDICAL SCHOOLS 


It is fruitless to legislate for 
nonpurchasable medical and hos- 


pital care. In the 1960’s, many more 
physicians, more nurses and more 
paramedical and ancillary person- 
nel must be trained than are being 
trained today. These additional 
medical personnel are necessary to 
meet the rapidly expanding popu- 
lation and the increasingly complex 
requirements of better medical 
care. The Surgeon General’s office 
estimates that 20 new medical 
schools will be required and that 
the output of physicians should be 
increased by 3000 or 4000 per year. 
This statement gives one cause to 
wonder what kind of legislation 
can produce the schools necessary 
to train such additional personnel. 

The federal government, driven 
by its high competition for funds 
for national defense, highways and 
public improvements, has increased 
the tax burden of the population 
to the extent that the economy is 
feeling the pressure. If the health 
care programs sponsored by the 
federal government must compete 
with large items such as foreign 
aid and highways, the hope for 
sizeable health care grants does 
not look too bright. 

Aid from the states and local 
units of government faces the same 
problem. High sales tax, income 
tax and real estate taxes beset the 
average taxpayer in a manner that 
makes him resistant to further 
appeals. The needs for primary, 
secondary and higher educat‘on, 
the needs for highways and other 
symbols of modern life make se- 
curing assistance at the local level 
a very difficult problem. 

One area of medical legislation 
suggests real hope for the 1960’s. 
Increased support by the federal 
government for medical research 
seems to be rolling through the 
legislative halls with increased im- 
petus; this support will swell our 
future knowledge and resources 
for medical care. Those responsible 
for legislation should see that the 
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actual workshops of the physicians 
have knowledgeable men and 
women who can apply the body 
of knowledge gained through re- 
search—knowledge that would 
help disclose the causes and that 
would help prevent many types of 
illnesses, such as mental illness 


and heart disease and others. 
Through the Washington Service 
Bureau, the American Hospital As- 
sociation has set up a screening 
organization that, working through 
the Council on Government Rela- 
tions, appraises the worth, need 
and possible deterrent effects of 


principally federal legislation. 
State associations would do well 
to work closely with the Washing- 
ton Service Bureau to keep abreast 
of what is happening and what 
effect the actions of national legis- 
lative bodies will have on state 
programs. 


“Be born at home and die at home,” was a popular 
saying in 1860, which meant “be sick at home” as 
well, for to the public of that day, hospitals were 
pest houses and almshouses that cared only for un- 
fortunates. From the vantage point of today’s highly 
complex, scientific hospital, the challenges facing 
the hospital field in 1860 seem overwhelming, and 
the achievements miraculous. A century ago, hospitals 
were at the brink of the tremendous evolution which 
changed hospitals from a fearful place where one 
goes to die to the safest place for help in illness. 

The high death rate was an imperative hospital 
challenge in 1860. Mortality from amputations was 
much higher in hospitals than in private homes; 40- 
60 per cent of all hospital amputations proved fatal. 
Puerperal fever claimed so many maternity cases 
that only destitute women came to hospitals. Lister, 
in 1865, showed hospitals how to combat this ramp- 
ant spread of infection. 

Keeping hospitals open was a constant financial 
struggle; there just weren’t enough paying patients, 
so deficits had to be made up by charity donations. 
During the Civil War, the government helped bolster 
many financially shaky hospitals by paying 94 cents 
a day per soldier patient. Anesthetics and antiseptics 
helped solve this financial problem; safer hospitals 
resulted in more private patients. 

Low pay for employees was one factor in the des- 
perately poor quality of hospital nurses. In 1860, 
New York City hospitals were reduced to using 
drunken prostitutes sentenced to nurse by the police 
court; they were often found in a drunken stupor 
under the beds of dead patients whose liquor they 
had stolen. Florence Nightingale, by raising standards 
of care and training, brought compassionate women 
of ability into nursing. In 1872, this trend resulted 
in the first American nursing school, and other 
schools followed quickly. 

New hospitals were desperately needed: growing 
cities and increased numbers of private patients de- 
manded extensive building programs. Statistics give 
some idea of the mushrooming hospital construction; 
in 1873 there were only 149 hospitals in the United 
States, but two years later there were 661 hospitals. 

In most communities, support in financing this con- 
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struction came from women. Women financed more 
than half the cost of Pittsburgh’s first general hos- 
pital, a Ladies Aid raised $76,000 for the forerunner 
of the Massachusetts Memorial Hospitals, and New 
York ladies prepared bedding to equip the new Mount 
Sinai Hospital. 

Planning hospitals was a further challenge to the 
field; the radical change in the concept of hospital 
care required a totally new type of building. Private 
and semiprivate rooms with more comfortable fa- 
cilities had to be provided for paying patients. The 
discovery that germs are transmitted primarily 
through direct contact, rather than by air, meant 
that inefficient, costly pavilion-type hospitals could 
be replaced by modern and efficient multistoried 
buildings. 

In facing hospital problems, the hospital supervisor 
was untrained and alone. Not until 1893 was the 
first concerted effort made to improve hospitals 
through national organizations. In the meantime, hos- 
pital supervisors ranged from humanitarian sisters | 
to a politically-appointed penitentiary warden in 
New York City. 

Pioneers in the hospital field, however, foresaw in 
the filthy death traps the potentialities of the modern 
hospital. In 1860, Dr. John Green of Massachusetts 
outlined the first original plan for an American hos- 
pital. It stressed a community policy toward care 
of the sick, the importance of research and facilities 
for teaching medical students, the proper classifica- 
tion and separation of patients and the creating of 
an environment conducive to various types of pa- 
tients. Dr. Green, by defining the modern philosophy 
of hospitalization, gave the hospital field its great- 
est challenge. . 
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OF THE SIXTIES 


Hospitals the public eye 


by GEORGE BUGBEE 


HE ECONOMICS of hospital care 

will undoubtedly continue to 
dominate public attitudes toward 
hospitals in the 1960’s. Experienced 
people in the health field agree that 
hospital costs are bound to rise 
further and that public attention 
will focus on these costs wherever 
hospital care is mentioned. 

The public is well aware of the 
importance of hospital care; in fact, 
public acceptance of hospital care 
is good and expectations for more 


progress are high. But payment for 


illness is distasteful, and the pros- 
pect of rising costs throughout our 
economy is a source of public wor- 
ry. Also, while payment for hos- 
pital and medical care has been 
made easier through voluntary 
health insurance, the expenditure 
of millions of dollars by the public 
has led everyone—including em- 
ployers, organized labor, and gov- 
ernment—to question how wisely 
hospitals are used and how justi- 
fied they are in their charges for 


service. 


This raises a moot question: Is 
the public best served by an in- 
creasing flow of money for the 
purchase of hospital care? Public 
opinion will decide the issue. The 
next decade promises to be a 
period of decision for the volun- 
tary operation of hospitals and of 
hospitalization insurance. How 
wisely any decision will be made 
depends largely on how well in- 
formed the public is about a highly 
complex situation. 
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Chart | 


Percentage Increase of Selected items in the Medical Care 
Component of the Consumer Price Index 1936-1958 


Percentage Increase 


Source: Bureau of Labor Statistics, U.S. Dept. of Labor. 


As hospital costs rise during the 
next decade, public attitudes will con- 
tinue to be dominated by economics, 
the author states. Public education is 
a vital challenge for the hospital field, 
he declares: Before it can make free 
and wise decisions on hospital financ- 
ing, the public must be well informed 
of the direct relationship between 
available funds and quality of hos- 
pital service. 


The increase in hospital costs 
has many facets. Of these, the most 
consequential have been advances 
in medical science and the result- 
ing demand for more skilled per- 
sonnel and for expensive new 


equipment. Everyone concerned 
with hospital affairs is familiar 
with these advances—they have 
come rapidly and they represent 
the most dramatic changes in the 
history of medical care. 

A startling illustration, yet in 
many ways typical, is seen in re- 
cently developed heart surgery and 
the diagnostic procedures which it 
requires. A physician told me not 
long ago that after he had been 
invited to view such surgery he 
estimated that the total cost per 
patient could easily be about $30,- 
000, if the cost of all the equip- 
ment (including an artificial heart), 
and the cost of the services of the 
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Chart 
Admissions to General Hospitals by Age, United States, 
1928-43 and 1957-58 
Admissions per 
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Source Health Information 
Vol. 8, No. 8, October 1959. 
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Foundation, “Trends in Use of General Hospitals,” Progress in Health Services, 
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Chart {fl 
Growth of Hospital Expense Protection in U.S. 1940-58 


Millions of people 
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Source: Health insurance Council, “The Extent of Voluntery Health insurance Coverage,” | 3th Annual Survey, 


period ending December 31, 1958, published 


trained physicians and technicians 
involved were carefully calculated. 

His estimate may be high, but 
even if it were reduced substan- 
tially, it would stand much higher 
than the cost of treating a similar 
case 25 years ago when bed, board, 
and simple nursing service were 
the primary components of care 
for much illness. The scientific rev- 
olution of recent years, in other 
words, has enabled us to do much 
more, but it has required greater 
expenditure by far. 


Meantime, medical and hospital 
care have not been immune to 


JANUARY |, 1960, VOL. 34 


1959. 


inflation. Each month in recent 
years, as we have seen changes in 
price indexes for the consumer 
market basket, there have been 
increases in the cost of hospital 
care. The Bureau of Labor Statis- 
tics of the U.S. Department of 
Labor has reported that from 1936 
to 1958 the cost of hospital care 
rose 316.8 per cent, as contrasted 
with a general increase for all 
consumer items of 108.3 per cent 
and for medical care generally of 
102 per cent. 

This steady upward trend in hos- 
pital charges to the public is re- 
flected in similar increases in the 
cost of providing hospital service. 


It has been estimated that these 
costs will very likely increase 5 
per cent per year for the next 10 
years or so. The most recent figures 
for hospital per diem costs n New 
York City, for example, indicate 
that 1959 will show an increase of 
about 7 per cent.* While this is 
slightly less than the 8+ per cent 
average annual increase in New 
York during the 1950’s, the point 
is that the upward trend continues. 

A large part of the trend is 
related to improving the circum- 
stances of hospital employees. 
Progress has been slow but steady 
in the adjustment of hours and the 
betterment of working conditions; 
however, much remains to be done, 
and even with present levels of im- 
provement, the necessary increases 
—measured in dollars—have al- 
ready exceeded inflation in the 
general economy. In addition, pres- 
sure for improved service and for 
better compensation of hospital 
personnel seems to foreshadow 
further increases in the immediate 
future, particularly if our nation- 
wide affluence maintains its pres- 
ent pace. 


IMPACT OF PUBLIC SCRUTINY 


Under the circumstances, it is 
understandable that the public has 
community and nation-wide con- 
cern about increased hospital costs 
as well as a very personal concern. 
The public accepts nothing less 
than the ultimate—that every pa- 
tient be given the best possible 
care. Whereas hospitals take pride 
in seeing that all the values of 
scientific medicine are made avail- 
able, individuals—as patients, or 
as relatives of patients—demand 
every service which will extend 
life, reduce pain and suffering, or 
mitigate the inevitable worry as- 
sociated with illness. Looked upon 
in this way—as an expensive nec- 
essity of life for which no limita- 
tions are easily tolerated—hospital 
care becomes the object of con- 
tinual public scrutiny. 

In recent years we have em- 
ployed every resource to measure 
the impact of such scrutiny, and 
certainly one very good measure of 
public attitudes has been the in- 
creased use of hospital service. In 
1938, to cite an outstanding ex- 
ample, 37 per cent of the babies 


*Data from the Hospital Council of Greater 
New York. 
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born in this country arrived in 
hospitals; today the figure exceeds 
95 per cent.! A recent study shows 
that. admissions to general hospi- 
tals have increased 75 per cent 
since the 1930’s. Although average 
length of stay has decreased by 
about one-third, the number of 
days of general hospital care per 


- thousand population has increased 


20 per cent.? These figures clearly 
demonstrate how highly the public 
values hospital care, and also how 
changes in the age composition of 
our population have influenced use 


| _ of services. Added expenditures by 


the public (these have nearly 
doubled. since the 1920’s*)—are 
also a clear measure of the im- 
portance attached to hospital serv- 
ice. 


Still another expression of public 
response to hospitals is seen in the 
growth of voluntary health insur- 
ance. There can be no question 
that such insurance has very much 
eased payment for hospital care. 
Presently it pays for more than 
57 per cent of all private expendi- 
tures for hospital service in the 
United States.* Public opinion sur- 
veys find that the public is not 
unduly critical of the amount paid 
for Blue Cross and hospitalization 
insurance;*.® on the contrary, in 
many instances the public under- 
estimates the amount it pays and 
expresses willingness to pay more 
for broader coverage. 

The growth trends in voluntary 
health insurance all point toward 
increased benefits and increased 
payments; in other words, towards 
better protection for more nearly 
the entire population. Prepayment 
for medical care, however, is also 
bringing a new dimension to pub- 
lic criticism. Industry finds that 
the cost for hospitalization insur- 
ance paid by its workers, and often 
shared by individual companies, is 
increasing as hospital costs in- 


crease. Unions, too, are finding it 
necessary to negotiate greater sums 
to match the increased cost of hos- 
pital service. Relationships of both 
industry and unions with the work- 
er require that they justify these 
increased costs. 


It is unfortunate that at such a 
time the general public, industrial 
leaders, and union representatives 
have limited understanding of the 
complexity of hospital operation 
and administration. Publicly made 
statements and reports in the press 
repeatedly confirm this lack of 
understanding, and they lead to a 
generalized impression that hospi- 
tal management could control costs 
through more efficient operation. 
Sometimes this syllogistic judg- 
ment is given support by the testi- 
mony of physicians who also fail 
to understand the hospital prob- 
lem. 

Another factor adds to the mis- 
conception: Prepayment—particu- 
larly through the service benefit 
with its charges to the public, and 
reimbursement allowances to hos- 
pitals that are subject to review 
by insurance commissioners and 
other government agencies—has 
unintentionally provided a plat- 
form for the critics of hospital effi- 
ciency. To the uninformed, the 
steady increase in hospital costs 
is accepted as sufficient proof that 
these costs are out of control. 

In my opinion, these factors 
make the course of the health field 
for the next 10 years, if not for 
all time, very clear. The public 
must be informed of the direct re- 
lationship between the quality of 
service received in hospitals and 
the amount of money available to 
provide that service. Spokesmen 
for medicine, industry and labor 
have great responsibility for being 
sure of their public statements 
about the level of hospital effi- 
ciency and the value of the present 


heavy use of hospital care. The 
public could easily be misled about 
the wisest course to follow now 
that so much of the payment for 
hospital care is channeled through 
third-party payment. If, for in- 
stance, the people were persuaded 
that government should regulate 
and control the financing of medi- 
cal care, the flow of money to hos- 
pitals would be frozen—much to 
the detriment of high quality serv- 
ice. 

The hospital field, then, is con- 
fronted with a major job of public 
education. Can it be accomplished 
in the next 10 years? Yes—if the 
facts are made available and are 
widely distributed, and if the lines 
of communication between the 
health field, industry, and govern- 
ment continue to remain open. 
The tempo of public debate will 
increase in the coming decade; 
through free determination, the 
people will decide how much money 
they will invest in hospital care 
and what form the financing mech- 
anism will take. This is as it should 
be; free public determination is a 
vital characteristic of the volun- 
tary hospital system and of volun- 
tary health insurance. 

The public can make its deci- 
sions wisely only if it is well in- 
formed. Therein lies one of the 
greatest challenges of our time. ® 
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George Bugbee, in his capacity as president of the Health Information 
Foundation, New York City, is familiar with the vast amount of research 
data gathered by HIF and other agencies on the public’s attitudes toward 
hospitals and medical care. Before he became president of the Foundation 
six years ago, Mr. Bugbee served for 11 years as executive director of the 
American Hospital Association—a key post for acquiring a broad knowl- 
edge of hospital operations and problems in light of patients’ needs and 
demands. Before entering organization work, Mr. Bugbee served in various 
administrative capacities in hospitals in Ann Arbor, Mich., and Cleveland, 


Ohio. 
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AHA is organized for action 


This first issue of this Journal 
for 1960 features contributions by 
outstanding leaders in the health 
field on the major issues confront- 
ing hospitals and the American 
Hospital Association in the decade 
of the sixties. A listing of the 
subjects and the contributors em- 
phasizes the magnitude of the is- 
sues. 

Personnel and labor relations, by 
Martin R. Steinberg, M.D., director 
of Mount Sinai Hospital, New 
York City. 

Nursing and nurse education, by 
Eleanor C. Lambertsen, R.N., Ed.D., 
assistant secretary of the Council 
on Professional Practice of the 
American Hospital Association and 
secretary of the AHA Committee 
on Nursing. 

Hospital-physician relations. I have 
put down some of my thoughts on 
this subject, expanding on one of 
the themes of my inaugural ad- 
dress in August. 

Blue Cross and prepayment, by Frank 
S. Groner, administrator of Bap- 
tist Memorial Hospital, Memphis, 
Tenn., and president-elect of the 
American Hospital Association. 

Regional planning and operation, by 
Jack Masur, M.D., assistant sur- 
geon general and director of the 
Clinical Center, National Institutes 
of Health, U.S. Public Health 
Service, Bethesda, Md. 

Legislation, by Ray Amberg, direc- 
tor of the University of Minnesota 
Hospitals and immediate past 
president of the American Hospital 
Association. 

Public image of hospitals, by George 
Bugbee, president of the Health 
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Information Foundation, New York 
City. 

These people are all highly 
qualified to analyze and present 
the issues and to suggest ways by 
which the American Hospital As- 
sociation might deal with them. 
The presentations will be very 
useful in focusing the problems 
for our Association’s consideration 
and action. 

In the few years that I have 
worked with the gAssociation, I 
have been impress®@t by the sound- 
ness of our organization and mech- 
anism of taking action. 

The source of all the Associa- 
tion’s authority, of course, rests 
with the individual member hos- 
pitals. On a state-by-state basis, 
these hospitals elect the member- 
ship of the American Hospital 
Association House of Delegates and 
these Delegates, in turn, eleet the 
officers and Board of. Trustees of 
the Association. 

Much of the work of formulating 
Association policy is carried out 
by the seven councils and the Blue 
Cross Commission. Each council 
consists of nine members and a 
chairman, and with staff assist- 
ance studies many problems and 
suggests courses of action to the 
officers and the board. One of the 
greatest responsibilities carried by 
the president is the nomination of 
chairman for these councils. 

These councils are the work 
horses of the American Hospital 
Association. Assisted by research 
and staff work provided them by 
the executive staff of the Associa- 
tion, one of whom is assigned to 
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Russell A. Nelson, M.D., president 
American Hospital Association 


each council, these groups develop 
the policies for recommendation 
and action. These recommenda- 
tions then go to the Coordinating 
Council, which consists of the 
chairmen of all councils and is 
presided over by the president- 
elect. Here the recommendations 
from each council are brought in- 
to synchronization with those of 
the other councils and are dis- 
cussed with the benefit of this 
broader point of view. 

When approved by the Coordi- 
nating Council, policy and action 
recommendations are then brought 
before the Board of Trustees for 
final action. The board, having 
acted on policy matters, turns to 
the capable full-time staff of the 
Association for implementation of 
these decisions. Each year, the ac- 
tions of the trustees and officers 
are the subject of extensive reports 
to the House of Delegates which 
reviews all reports through the 
mechanism of special reference 
committees. The officers and board 
meet informally with delegates 
frequently throughout the year 
and, just prior to the annual meet- 
ing, there are planned regional 
meetings of delegates to discuss 
further the program and action 
initiated by the councils and au- 
thorized by the board. 

Implementation of the program 
is accomplished in many ways— 
through official American Hospital 
Associations publications, educa- 
tional institutes, ‘programs of the 
state and regional associations, and 
through the Washington Service 
Bureau. In this fashion—thorough- 
ly democratic, but with all the 
checks and balances of a republic 
—the American Hospital Associa- 
tion moves toward the realization 
of its goals. 
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RESOLUTION ON PROVISION OF HEALTH 
CARE TO THE INDIGENT AND 
NEAR INDIGENT 


Approved by the Board of Trustees of the 
American Hospital Association November 20, 
1959. 

Approved by the Board of Trustees of the 
American Medical Association November 15, 
1959. 


Whereas The provision of health 
care to the indigent or near indi- 
gent is primarily a community re- 
sponsibility, and 

Whereas This responsibility is not 
being met in many areas because 
of inadequate financing or poorly 
planned health care programs, and 
Whereas Such proposals as HR. 
4700 (Forand Bill) are not de- 
signed especially to assist the needy 
since they apply to all Social 
Security beneficiaries and exclude 
the majority of needy persons who 
are not eligible for Social Security 
benefits, therefore be it 

Resolved That the Boards of Trus- 
tees of the American Hospital As- 
sociation and the American Medi- 
cal Association do hereby resolve 
to mobilize their full resources to 
accelerate the development of ade- 
quately financed health care pro- 
grams for needy persons—espe- 
cially the aged needy—and to 
stimulate our state and local com- 
ponents to work with local govern- 
ment toward adequate financing of 
high quality health care for the 
needy, supported by all available 
community resources and neces- 
sary tax funds. The Boards of 


_ Trustees recognize the effective 


medical care programs for needy 
persons already established in some 
states and local communities, but 
have taken this joint action be- 
cause of their conviction that these 
programs deserve increased sup- 
port and stimulation. 


COMMITTEE ON NOMINATIONS 

In accordance with the Bylaws 
of the American Hospital Associa- 
tion, the members are hereby noti- 
fied of the forthcoming meetings 
of the Committee on Nominations 
in Chicago at the time of the Mid- 


ASSOCIATION SECTION 


year Conference of Presidents and 
Secretaries of State and Regional 
Hospital Associations. 

The first meeting will be held 
on Wednesday, February 3, from 
11 a.m. until 12 noon, and the 
second will be on Thursday, Febru- 
ary 4, from 11 a.m. until 12 noon. 
Both meetings will be held in the 
Gold Room, second floor of the 
Association Headquarters Building, 
840 North Lake Shore Drive. Mem- 
bers wishing to appear before the 
committee should present them- 
selves in the lobby of the second 
floor. 

Association members may sub- 
mit names to the committee for 
consideration. Officers to be nomi- 
nated are a president-elect, a 
treasurer for a one-year term, and 
three members of the Board of 
Trustees, each for a three-year 
term. The committee will also 
nominate four Delegates at Large, 
each for a three-year term. The 
slate of nominations will be pre- 
sented to the House of Delegates 
at its regular meeting later this 
year. A second open meeting of 
this committee will be held prior 
to the presentation of the slate of 
candidates to the House of Dele- 
gates. 

The chairman of the Committee 
on Nominations is Ray E. Brown, 
superintendent of University of 


Chicago Clinics, 950 East 59th — 


Street, Chicago 37. Other commit- 
tee members are: Rev. Bolton 
Boone, administrator of Methodist 
Hospital of Dallas, Dallas 22, Tex.; 
Marshall I. Pickens, director of 
Hospital and Orphans Section, 
Duke Endowment, Charlotte 2, 
N.C.; Albert W. Snoke, M.D., di- 
rector of Grace-New Haven Com- 
munity Hospital, New Haven 4, 
Conn.; Frank C. Sutton, M.D., di- 
rector of Miami Valley Hospital, 
Dayton 9, Ohio; Tol Terrell, ad- 
ministrator of Shannon West Texas 
Memorial Hospital, San Angelo, 
Tex.; and G. Otis Whitecotton, 
M.D., medical director of Highland- 
Alameda County Hospital, Oak- 
land, Calif. 


The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in New York City 
Aug. 24-27, 1959. Further actions 
of the Board will be reported in 
subsequent issues of this Journal. 


VOTED: To adopt the Require- 
ments for Accepting Hospitals for 
Listing by the American Hospital As- 
sociation, as amended, 


REQUIREMENTS FOR ACCEPTING 
HOSPITALS FOR LISTING 


By the American 
Hospital Association 


Adopted May 14, 1955 
Amended June 8, 1956 
Amended February 8, 1957 
Amended August 26, 1959 


1. The hospital shall have at 
least six beds for the care of pa- 
tients who are nonrelated, who 
are sick and who stay on the aver- 
age in excess of 24 hours per ad- 
mission. 

2. The hospital shall be licensed 
in those states and provinces hav- 
ing licensing laws. 

3. Only doctors of medicine or 
doctors of osteopathy shall practice 
in hospitals listed by the American 
Hospital Association. (This re- 
quirement is not intended to elimi- 
nate dental and similar services 
from the hospital. Patients ad- 
mitted for such services, however, 
must have an admission history and 
a physical examination done by a 
physician on the staff of the hos- 
pital, and a physician on the staff 
of the hospital shall be responsi- 
ble for the patient’s medical care 
throughout his stay.) 

4. Duly authorized bylaws for 
the staff of physicians shall be 
adopted by the hospital. 

5. The hospital shall submit evi- 
dence of regular care of the patient 
by the attending physician and of 
general supervision of the clinical 
work by doctors of medicine. 

6. Records of clinical work shall 


(Continued on page 113) 
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Wherever 
salicylate therapy 
is warranted 


brings fast relief and avoids upset stomach 


.  @ reduces patients’ complaints 
@ saves time for nurses and aides 
@ improves hospital efficiency and economy 
e offers exclusive hospital size Bufferin 1OOO’s 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 


| 1000 TABLETS 
FOR HOSPITAL U 


BUFFERIN 


ANTACID ANALGES 
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HOSPITAL PHARMACY PRACTICE 


—new horizons beckon 


by CLIFTON J. LATIOLAIS 


—— PAST DECADE has provided 
an opportunity for hospital 
pharmacists to significantly ex- 
pand their role in the over-all 
hospital patient care program. The 
explosive progress made in the de- 
velopment of newer diagnostic and 
therapeutic medicinal agents has 
fostered a keener awareness of 
pharmacy service. The increasing 
complexity of the drug distribu- 
tion and utilization process in the 
hospital intensifies the need for 
better administrative and profes- 
sional practices by the pharmacist. 

During the next decade, sig- 
nificant advarices will be made in 
most areas of the hospital complex. 
Some of the most notable advances 
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The establishment of internship 
training programs and the develop- 
ment and expansion of research activi- 
ties stand out as two major challenges 
to hospital pharmacists and their ad- 
ministrators, according to the author. 
A third challenge, he declares, is pro- 
viding essential pharmacy services to 
patients in the smaller hospitals that 
do not have full-time pharmacists. 


will probably be in the area of 
drug therapy. To keep pace with 
such progress is the responsibility 
of hospital pharmacy. 


Many reasons are given for the 
variation in scope of the service 


fhatmacy 


provided by hospital pharmacists. 
Among the major reasons are lack 
of sufficient personnel, lack of 
adequate space, facilities and 
equipment and lack of interest on 
the part of the pharmacist and 
the administrator. 

Additional personnel are needed 
in many hospital pharmacies, so 
that the pharmacist can properly 
supervise the drug distribution 
and handling process. Better drug 
controls and safer procedures need 
to be developed between pharmacy 
and nursing. More attention should 
be directed to the handling of in- 
vestigational and other dangerous 
drugs. 

In most hospitals, establishing 
24-hour pharmacy service is a ma- 
jor problem. Between 8 a.m. and 
5 p.m., patients usually receive 
adequate pharmacy service, but 
for the rest of the 24-hour period 
this responsibility must be dele- 
gated to nonprofessional personnel. 
From an economic view and from 
the standpoint of the limited sup- 
ply of pharmacists, solving this 
problem will pose a major chal- 
lenge for a number of years to 
come. 

Many hospital pharmacists state 
that they are called upon continu- 
ously to provide services to medi- 
cal, nursing, research and clinical 
investigational groups, but that 
they are unable to meet these 
needs for lack of personnel and 
properly equipped facilities. In- 
numerable products and special 
formulations of drugs not com- 
mercially available are needed in 
the treatment of specialized cases 
in the hospital. A more concerted 
effort should be made by adminis- 
tration and pharmacy to staff and 
equip the department to provide 
these essential services. 

Service is the prime function of 
the hospital, yet hospital execu- 
tives emphasize that teaching and 
research are other major functions 
of today’s hospital. Teaching is 
done now—and more often than 
formerly—by members of various 
hospital disciplines as well as by 
physicians. With some exceptions, 
of course, research is still pre- 
dominantly the realm of the medi- 
cal staff. More emphasis should be 
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placed on developing teaching and 
research functions at all depart- 
mental levels. Only when all the 
departments of a hospital are per- 
forming these activities can the 
hospital truly claim that its re- 
sponsibility for teaching and re- 
search as well as service has been 
fulfilled. 


It is estimated that the need for 
pharmacists in hospitals is close 
to 400 per year and that by 1970 
it will be nearly 500 per year. 
Present internships in hospital 
pharmacy are considerably less 


than 100 per year. If hospitals are 


to fill their personnel needs with 
qualified, hospital-oriented phar- 
macists in the future, the need for 
immediate expansion of teaching 
programs in hospital pharmacy is 
quite evident. 

During the next decade, prog- 
ress will be made in the expansion 
of internship training programs in 
hospital pharmacy. The foundation 
will have been laid for the follow- 
ing requirement: to practice in a 
hospital, a pharmacist will have to 
complete an internship meeting 
the Minimum Standards for Phar- 
macy Internship in Hospitals. This 
requirement will be a key factor 
in insuring progress in hospital 
pharmacy by providing, as a re- 
sult, properly trained, hospital- 
oriented pharmacists. 

Continuing educational pro- 
grams are essential to keep hos- 
pital pharmacists abreast of the 
swift progress being made in areas 
affecting pharmacy practice. With 
the cooperation of the American 
Society of Hospital Pharmacists, 
the American Hospital Association 
for nearly 15 years has conducted 
annual institutes on hospital phar- 
macy. In October 1960 the AHA 
will inaugurate an additional pro- 
gram—a specialized or advanced 
hospital pharmacy institute to 
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benefit the experienced hospital 
pharmacist. 

More attention to remuneration 
is warranted if hospitals are to 
attract well qualified pharmacists. 
Retail pharmacy and the pharma- 
ceutical industry are major areas 
of employment for pharmacists. 
Universities, and professional or- 
ganizations as well as federal and 
other governmental agencies vie 
for each year’s graduates. If hos- 
pital pharmacy is to fulfill its re- 
cruitment for future practitioners, 
hospitals are faced with the prob- 
lem of becoming more competitive 
with these outside avenues of 
practice. 


Unlimited opportunities exist 
for research activities in hospital 
pharmacy. Approximately 15 per 
cent of the pharmacies have a lim- 
ited research program. Research is 
needed both in the administrative 
and the professional spheres of 
hospital pharmacy practice. Tech- 
niques of measurement of work- 
load activities need to be developed 
in order to determine adequate 
staffing patterns for the pharmacy 
more accurately. Analyses of drug 
inventory logistics are warranted. 
More desirable accounting proce- 
dures should be developed in order 
to apportion properly the cost of 
pharmacy service to patients, to 
educational activities and to re- 
search programs within the hos- 
pital. 

The standard methods presently 
employed in the drug distribution 
process might well be studied, 
particularly in relation to the de- 
velopment of progressive patient 
care concepts. Present procedures 
for labeling medication containers 
might well be studied from a med- 
ication accident standpoint. Studies 
are indicated to improve methods 
of pacKaging medications used on 
nursing units. Cooperative re- 


Clifton J. Latiolais was graduated from Loyola University College of 
Pharmacy, New Orleans, and served his internship at University Hospital, 
Ann Arbor, Mich. The proximity of the University of Michigan made it 
possible for him to earn his master’s degree while completing his intern- 
ship in hospital pharmacy. He served as assistant chief pharmacist at 


search studies are needed to eval- 
uate the myriad types, as well as 
widely varying concentrations, of 
antiseptic, disinfectant and germi- 
cidal solutions, cleaners, soaps and 
detergents used in different hos- 
pitals—a topic directly related to 
the “staph” problem. Studies are 
needed to control the problem of 
unauthorized channeling of drugs 
from the hospital’s nursing station 
drug centers. These are only a few 
examples of the need for devel- 
oping research. activities in hos- 
pital pharmacy. 


Policies serve as a baseline from 
which all pharmaceutical activities, 
both administrative and profes- 
sional, evolve. Such policies are 
essential for effective and consist- 
ent management of the pharmacy. 
This phase of administration great- 
ly affects the various practices and 
activities of the pharmacy which 
bear on the over-all patient care 
program in the hospital. The chal- 
lenge in this area is to develop 
written policy and procedural 
manuals to serve as effective guides 
for more consistent and efficient 
service relating to both the ad- 
ministrative and professional 
spheres of hospital pharmacy prac- 
tice. 

Many pharmacists recognize the 
usefulness of written policies and 
procedures for the proper admin- 
istration of the department’s activ- 
ities and services, but the extent 
to which pharmacists have devel- 
oped these tools of management 
varies considerably. In some in- 
stances, failure to reduce these 
administrative tools to writing may 
be accounted for by a lack of sup- 
port on the part of hospital admin- 
istration or by a grossly inade- 
quate staffing pattern, so that the 
pharmacist has no time to devote 
to this matter. On the other hand, 
some pharmacists just don’t know 


the University of Chicago Clinics and as chief pharmacist at Strong 
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how to approach the problem. 

Administrative records needed 
to manage the department warrant 
a critical evaluation of pharmacy 
activities by pharmacists and their 
administrators in many hospitals 
across the country. Additional in- 
formation needs to be accumulated 
on financial data and on work- 
load activities. Such data, when 
compared with hospital statistics, 
become extremely useful in plan- 
ning future activities and courses 
of action. 

Utilization of statistics by man- 
agement usually requires, among 
other things, comparison of avail- 
able data with certain norms or 
standards. Because many hospital 
pharmacies do not have sufficient 
data on their operations, it is diffi- 
cult to establish norms or stand- 
ards for various activities. It be- 
comes difficult to utilize statistics 
by comparison when attempting to 
project future programs or to make 
decisions for remedial action on a 
routine basis. Pharmacists are not 
usually too optimistic when it 
comes to the matter of maintain- 
ing additional records. Perhaps 
administrators are not optimistic 
either, because if administration 
required comprehensive records on 
pharmacy activities from _ their 
chief pharmacists, then such rec- 
ords would be maintained. The 
availability of proper records 
would provide a better opportunity 
for more astute management of 
hospital pharmacies. 


Administrators and hospital 
pharmacists will need to give more 
attention to the matter of inter- 
professional relationships. Varied 
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practices in hospitals with, and 
in hospitals without, pharmacists 
pertaining to the matter of drug 
dispensing has caused some contro- 
versial issues in many quarters. 
Among the more significant de- 
velopments bearing on the area 
of outpatient prescription dispens- 
ing practices in hospitals are 
current trends in the field of pre- 
payment hospitalization and am- 
bulatory care programs, the in- 
crease in private physicians’ offices 
in hospital centers, the need for 
hospitals to obtain additional in- 


come to remain solvent and the 


public’s desire to obtain total pa- 
tient care needs in a “one-stop” 
center, 


Outpatient prescription dispens- — 


ing is looming into a major con- 
troversial issue between hospitals 
and private practice of retail phar- 
macy. Hospital pharmacists, there- 
fore, are right in the middle of 
this problem. On the surface, the 
right solution to this problem seems 
to be of minor significance. But 
a more penetrating view of the 
matter indicates that a number of 


groups are affected by this prac- 
tice and, therefore, are directly 
interested in this trend. Hospital 
administration, hospital pharmacy, 
retail pharmacy, prepayment plans 
and governmental agencies, in one 
way or another, will be affected 
by the future course of events in 
the development of outpatient pre- 
scription service. The public’s at- 
titude in this matter should, and 
will, be a decisive factor in resolv- 
ing the matter. This very intriguing 
challenge warrants serious, careful 
and objective consideration by 
these groups in the immediate 
future in order to effect a more 
orderly transition in this economic 
battle. 


Drug dispensing practices were 
given little or no attention in years 
past by state boards of pharmacy 
whose function it is to regulate 
the practice of pharmacy in the 
interest of public welfare. These 
agencies are now aware of the 
need to review pharmacy practices 
in hospitals, particularly when no 
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P 
YESTERDAY'S pharmacist worked in 
quarters much like those shown be- 
& low and dispensed sulphur bitters 
and other drugs which today are 
| merely of historical interest. Today's 
hospital pharmacist (see photo at 
: left), working in modern facilities 
~ with scientific equipment, dispenses 
powerful new drugs undreamed of 
| yesterday. Tomorrow's hospital phar- 
macist must keep pace with his 
swiftly evolving profession to pro- 
| vide pharmacy service to meet to- 
eg morrow's demands. 
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registered pharmacist is employed. 
There is a need for a better under- 
standing by hospital administra- 
tion and state boards of pharmacy 
of the other’s role in this matter. 
The desirability of liaison commit- 
tees between hospital pharmacy 
and state hospital associations and 
state boards of pharmacy has been 
emphasized by the American Hos- 
pital Association and the American 
Society of Hospital Pharmacists. 
There is no doubt that improve- 
ments in drug dispensing practices 
are warranted in hospitals without 
pharmacists, particularly from a 
patient safety standpoint. Effective 
liaison among these groups will 
result in a more objective approach 
to the solution of this pharmacy 
problem. 

The need for the drug formulary 
system was established almost con- 
currently with the rise and devel- 
opment of hospitals in the United 
States. During the past two dec- 
ades, the trend has been toward 
an increase in hospital formularies. 
Introduction of the American Hos- 
pital Formulary Service by the 
American Society of Hospital Phar- 
macists last year will intensify this 
trend during the sixties. The for- 
mulary system, however extensive, 
is not without its opponents. The 
pharmaceutical industry’s philoso- 
phy of brand name drugs is the 
antithesis of the generic name con- 
cept of the formulary system. In- 
volved in this controversy between 
industry and hospital pharmacy is 
th- principle of prior consent from 
physicians in the dispensing of 
drugs on prescriptions. Unfortu- 
nately, it seems evident that this 
issue will not be settled through 
interprofessional arbitration, but 
rather by the judiciary. 


SMALLER HOSPITALS 


There are approximately 3200 
short-term hospitals under 100 
beds and nearly 800 long-term 
hospitals which do not have either 
the part-time or full-time services 
of a registered pharmacist to su- 
pervise pharmacy activities. Over 
the years, considerable efforts have 
been made to point out the need 
for a pharmacist in these smaller 
hospitals. Many hospitals (approxi- 
mately 500 short-term hospitals 
under 100 beds) have initiated 
proper pharmacy service for their 
patients by utilizing part-time 
pharmacists or full-time pharma- 
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cists with additional responsibili- 
ties. Administrators who maintain 
that they are unable to justify this 
service might well consider that 
these 500 hospitals of comparable 
size have found the solution to the 
problem. 

Thus, a major challenge con- 
fronting approximately 4000 hos- 
pitals during the next decade is 
to explore every possible means 
for providing essential pharmaceu- 
tical services in the interest of 
patient safety and welfare by en- 
listing the services of a pharmacist. 


SUMMARY 


During the sixties, it would not 
seem unrealistic to expect: 

1. A greater degree of awareness 
on the part of hospital adminis- 
trators of the need for more astute 
management of the pharmacy de- 
partment and a willingness on the 
part of the pharmacist to expand 
his managerial responsibilities. 

2. A fuller cooperation from ad- 
ministration to expand the scope 
of essential pharmaceutical serv- 
ices, particularly through better 
equipped facilities and more real- 
istic personne] staffing patterns. 


3. An increased acceptance of 
responsibility by the pharmacist 
to develop and to expand research 


- and development programs in the 


administrative and professional 
spheres of pharmacy activities with 
the full support of hospital admin- 
istration. 

4. An expansion of internship 
training programs in hospital phar- 


- macy in order to develop an ade- 


quate number of well qualified, 
hospital-oriented pharmacists for 
the future. 

5. A stronger effort to improve 
the many facets of the increasing- 
ly complex over-all drug distribu- 
tion process in the hospital. 

6. A cooperative endeavor by 
administrators, hospital pharma- 
cists, state boards of pharmacy, the 
pharmaceutical industry and retail 
pharmacists to properly resolve 
problems of mutual interest and 
concern, with the patient as the 
focal point of consideration. 

7. A greater sense of responsi- 
bility by administrators toward 
developing adequate pharmaceuti- 
cal service in the smaller hos- 
pitals in the interest of patient 
safety. 


NOTES AND COMMENT 


Duties, salaries of pharmacists surveyed 


How much money does a chief hospital pharmacist make? How many 
years of service has he? What are his usual duties? Does he make more 
money if he performs extra duties? How many hours per week does 


he work? 


These were some of the questions asked in a recent salary survey of 


hospital pharmacists in seven 
southeastern states. A total of 71 
hospitals replied to the question- 
naire. The bed capacity of the re- 
sponding hospitals ranged from 
less than 100 beds to more than 
11,000. Of the 71 hospitals, 58 were 
in the under 500-bed class. 

The pharmacists of these hos- 
pitals reported that they work 
from 20 to 51 hours per week, with 
44 hours as the median. Of the 67 
pharmacists answering the ques- 
tionnaire, 29 worked 40 hours per 
week and 20 worked 44 hours. 

Other duties apparently require 
overtime in some instances. Teach- 
ing is an additional duty, 20 chief 
pharmacists reported; 8 said they 
handle purchasing for the hospital; 
6 supervise the central service de- 
partment; 4 supervise the oxygen 


department; and 4 act as assistant 
administrator. 

Reported length of service varies 
from 4 months to 35 yeurs, with 9 
years as the median. The majority, 
53 out of 67, have less than 10 
years of service. 

Monthly salaries for chief phar- 
macists range from $350 to $700, 
with $525 the median. Salaries for 
assistant or staff pharmacists range 
from $345 to $660, with $450 the 
average. For chief pharmacists per- 
forming additional duties, salaries 
range from $410 to $800, with $605 
the median. Unlicensed pharmacy 
graduates earn from $267 to $400 
per month. There were 16 un- 
licensed pharmacy graduates work- 
ing in hospital pharmacies at the 
time of the survey. ba 
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27 pounds lost 

in 19 days; 
ascites and pedal 
edema reduced 


hlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 
Indicated in: congestive heart failure a nephrosis and 
nephritis atoxemia of pregnancy premenstrual 
edema wedema of pregnancy a steroid-induced 
edema a edema of obesity. 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 

Date 3/3 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/13 3/14 3/15 3/16 3/17 3/18 3/19 3/20 3/21 3/22 3/23 
Weight (pounds) 178 176 170 169 167 159 158 158 157 153 155 155 156 154 153 154 1535 — — I51 149 
Rx M* Esidrix 50 mg. b.i.d. 

* Mercurial diuretic 


H. K., 44 years old, with history of heavy drink- 
ing. Previously hospitalized in 1954, with diag- 
nosis of Laennec’s cirrhosis. Admitted on 3/3/59, 
patient complained of swollen abdomen, swelling 
in both legs and exertional dyspnea. 

Findings: Abdomen enlarged in girth with defi- 
nite fluid wave; liver palpated 4 fingerbreadths 
below the costal margin; pedal edema (4+). Pa- 
tient not in acute distress. Blood pressure, 140/80 
mm. Hg; pulse, 112/min.; respiration, 20/min. 


Treatment: Mercurial diuretic on 3/3 and 3/4, 
followed by Esidrix, 50 mg. b.i.d., from 3/5 to 
3/23 when patient signed out of hospital. Esidrix 
induced copious diuresis resulting in almost com- 
plete disappearance of edema. 


Supplied: Esidrix Tablets, 25 (pink, scored) and 50 
mg. (yellow, scored); bottles of 00 and 1000. 
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Before Esidrix: 

Weight 176 ibs. 

| | 
After 19 Days on Esidrix: 
Weight 149 ibs. 
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CHALL 


res sures THREE LOOKS AT HOSPITAL 


_1—A hospital dietitian forecasts use 
of electronics in cooking and for placement 
of certain menu items on patients’ trays. 


ABOR Shortage Hits All-time 
High 

’60’s Termed Age of Conven- 
ience Foods 

Electronics Takes Over Tray De- 
livery 

Although these headlines in a 
hospital magazine in 1969 may 
seem exaggerated as we step into 
the ’60’s, hospital food service di- 
rectors,in the decade ahead will 
be offered more and more conven- 
ience foods of high quality, while 
being faced with a severe labor 
shortage. 

Today there are already strong 
warnings of the impending short- 
age of skilled labor. The demand 
for goods and services will increase 
approximately three times as fast 
as the labor force by 1963. There 
will also be a greater shortage of 
workers in the next five years. 
These figures would indicate that 
the future, certainly in 1969, will 
bring increasing competition for 


This article and the two that follow are 
adaptations of the authors’ addresses at 
the annual meet of the American Hos- 
= Association New York, August 


the author | 


by MRS. ELIZABETH C. DOWNES 


food service employees. Further- 
more, competition for labor at all 
levels has resulted in spiraling 
wages and more fringe benefits. 
There is every indication that this 
will continue. 

There will also be a great deal 
of competition for space. With 
space becoming increasingly valu- 
able, it will be necessary to think 
in terms of using more vertical as 
well as horizontal space more ef- 
fectively. Instead of using the term 
“kitchen layout”, we will more 
frequently hear the term “space 
design.” 

Speaking of space, there will 
be more mobility in equipment, 
starting with the scales in the re- 
ceiving area and extending to the 
service area. More and more types 
of receiving and food preparation, 
production, holding and _ service 
equipment will be put on wheels. 
There will be more pieces of equip- 
ment like the present mobile 
trucks that handle modular kit- 
chen pans and make it possible to 
use all available space in the oven, 
storage rack, refrigerator, etc. 

The new “convenience foods” 


will make possible great changes 
in work plans and layouts, in em- 
ployee work schedules, and in re- 
quirements for skilled labor. Fabri- 
cated meats have not been quickly 
accepted by many hospital food 
service directors. They appear to 
be too expensive. Also, many proc- 
essors have been using improper 
freezing methods that destroy 
texture and flavor. Fortunately re- 
search is correcting some of these 
errors. 

There are many pros and cons 
on the use of convenience foods. 
Savings in labor, time and other 
costs do not automatically guar- 
antee that convenience foods will 
be profitable. Quality may suffer. 
However, when quality does not 
suffer and there is a price advan- 
tage, many hospitals will undoubt- 
edly shift to convenience foods. 
Hospitals, too, may find that con- 
venience foods may be less expen- 
sive at certain times of the year, 
but more expensive at other times. 

A long-term study on defrosting 
meat is now in progress at Michi- 
gan State University to find the 
best method of defrosting meat 


Mrs. Elizabeth C. Downes received her B.S. degree from Florida State 
University and served her dietetic internship at Presbyterian Hospital 
in the City of New York. She spent 11 years as administrative dietitian 
at Montefiore Hospital, New York, and served as assistant dietitian at 
the Albany (N.Y.) Hospital and at Jewish Hospital of Brooklyn before 
assuming her present position as director of the dietary department at 
Mountainside Hospital, Montclair, N.J. She is a past president of the 
New Jersey and Greater New York Dietetic Associations. 
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. .. mobile equipment 


quickly and safely and of allowing 
it to be cooked without losing its 
quality.2 It is hoped that when 
these factors are determined, an 
inexpensive defrosting unit may be 
designed or that refrigeration 
manufacturers will be able to de- 
sign a unit that would allow safe 
and quick defrosting. The poten- 
tials and limitations of micro- 
waves, forced-air convection and 
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infra-red in defrosting and recon- 
stituting frozen foods will be in- 
vestigated. Air velocity in defrost- 
ing meat will also be studied. 

In their recent articles, Regina 
Gottlieb and Mary K. Bloetjes of 
Cornell University state that cur- 
rent trends in frozen food mar- 
keting indicate an increasing use 
of frozen factory-prepared menu 
items in quantity meal operations.* 
A wide variety of appetizers, 
soups, entrees, vegetable dishes, 
cakes, pastries and breads will be 
used. Some will require only thaw- 
ing; some only re-heating. Others 
that are partially cooked will re- 
quire a simple, final cooking period. 

The authors state that equip- 
ment and utensil usage would be 
greatly reduced if this type of 
menu were served in the cafeteria. 
For example, there would be no 
need for an electric chopper, elec- 
tric mixer, mixer bowls, meat 
block, potato peeler, large meat 
scales, steamer, pie tins, rolling 
pins and other utensils. 


COOKING, PRESERVATION METHODS 


In microwave cookery, the waves 
penetrate the foods and produce 
instantaneous heat not only on the 
surface, but deep inside the prod- 
ucts. A microwave range, or equip- 
ment similar to it, coupled with 
the foods necessary for it, could 
very well change the entire physi- 
cal layout and operation of a hos- 
pital food service facility. 

To date, infra-red cooking 
equipment has been primarily for 
showmanship in dining rooms. In- 
vestigation is now being made to 
learn whether this energy can be 
harnessed for heavy production in 
the kitchen. The principle of infra- 
red is the transformation of elec- 
tro-magnetic energy to radiant 
heat. It is used successfully in the 
automobile industry to bake on 
paint. This same principle may 
soon be applied to cookery. 

Irradiation of foods, of course, 
is being considered. The chief con- 
cern in irradiation is whether or 


sevice and dickebies 


FOOD SERVICE IN THE SIXTIES 


not disease-producing bacteria are 
destroyed. It is my understanding 
that irradiation can be used suc- 
cessfully on only certain food 
commodities. A great deal of re- 
search is being done on irradiation 
on the West Coast. Perhaps re- 
quirements for refrigeration will 
be greatly reduced, even negligi- 
ble, for the sun may be found to be 
a suitable preservative. 


In his recent article, Lawson 
Morgan states that a pencil-sensi- 
tive type menu may be used with — 
an electronic apparatus that would 
automatically place on the trays 
items such as salt, pepper and 
sugar packets; cream bottles; milk 
cartons; pats of butter; salads; 
desserts and other cold items that 
are presently being placed on the 
trays by hand.* This system for as- 
sembly of cold foods would re- 
quire only one employee to start 
the mechanism and another one to 
check the trays. If this idea should 
become a reality, it would most 
certainly expedite the serving of 
trays. 

Daily charting of menus will, no 
doubt, be done by a computer. This 
system is already in use in a few 
hospitals. If a set menu is used, 
the computer may very well set 
up storeroom and kitchen food de- 
livery schedules and post recipe 
quantities for the cooks’ use. 

Ambulatory patient dining rooms 
will become more and more prev- 
alent for the increasing population 
of older patients. More long-term 
or chronic-care patients in general 
hospitals will necessitate some 
changes in hospital facilities. The 
dining room area will need to be 
approximately 20-25 per cent 
larger to allow aisles at least three 
feet wide and a convenient ar- 
rangement of tables that are easily 
accessible, because many of the 
patients will be in wheel chairs or 
perhaps on crutches. The door- 
ways, too, must be sufficiently wide 
—at least three feet and level (no 
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saddles )—for wheel-chair patients. 
Tables must be 30 inches high and 
constructed with little or no apron, 
so that wheel chairs will fit under 
them. Perhaps a combination of 
rectangular and square tables 
would tend to lessen the institu- 
tional look. 

Hospitals will be seeking better 
cleaning methods in order to 
achieve the highest sanitary stand- 
ards. Steam cleaning will be used 
more and more for ease and speed 
in keeping dietary pera 
clean. 

The recent symposium on nutri- 
tion in the American Journal of 
Physical Medicine is indicative of 
the increasing attention being 
given to the medical aspect of 
nutrition.5 Nutrition was largely a 
matter of nutritious food before it 
became dietetics, a science and a 
' valuable aspect of medical care. 
In the past 50 years nutrition has 
advanced from the mere consider- 


ation of calories and the energy 
supplied by them, to the study of 
the intricacies of cellular metab- 
olism. The next 10 years will see 
more research in nutrition and 
with it, still greater attention to 
the medical aspects of nutrition. 
Therefore, many changes in the 
field of diet therapy can be ex- 
pected. 

So there it is for the 1960’s— 
labor shortage; higher labor costs; 
space at a premium; all equipment 
on wheels; convenience foods 
such as fabricated meats, frozen 
meals, packaged mixes, etc; a de- 
frosting unit; micro-wave cookery; 
infra-red cookery; irradiation of 
foods; an electronic system to 
automatically place food items on 
the trays; a computer for charting 
menus and for setting up store- 
room and kitchen food delivery 
schedules and for posting recipe 
quantities; specific programing for 
the increasing numbers of elderly 
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patients; steam cleaning for high 
sanitary standards; a required 
training program for safety; and 
vast, new information requiring 
changes in diet therapy. 

To assure patient satisfaction, 
the dietitian must render what 
might be called “devoted bedside 
dietary care’, which is direct ap- 
plication of the dietitian’s special- 
ized learning and training to the 
patient’s personal affairs. Nothing 
will take the place of tender, lov- 
ing care—not even in 1969. s 
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2—A consultant-engineer predicts that 
basic foods will be prepared and 


held in zero stores until time for reconstitution 
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| N THE considered opinion of the 
author, present methods of hos- 
pital food production and service 
are to a very great extent out- 
moded. For many years the author 
has very much doubted that com- 
posite operation, as carried on in 
any hospital or commercial kitchen, 
is normal or necessary. 

In discussing new roads for in- 
stitutional food service now and in 
the decade ahead, it would be ap- 


on the floors. 


by OWEN WEBBER 


propriate to mention the Univer- 
sity of Miami’s already-approved 
plan, which is the first of its kind. 
In my opinion, no other institution 
has invested in the future “food- 
wise” for the betterment of student 
living to the extent the University 
of Miami has done. 

The University’s food service 
dilemma was much more acute 
than most hospitals will ever en- 
counter. Each year there are only 


170 normal campus food service 
days, yet year-round staffs must 
be maintained. Weather is an ad- 
ditional factor: in good weather 
many students prefer to choose 


‘some commercial operation; in bad 


weather, the patronage assumes 
tremendous proportions. 

The volume of food served at the 
University of Miami, in relation to 
the premises, equipment and staff, 

(Continued on page 71) 


Owen Webber is a recognized authority on problems of mass feeding. He 
has served as consulting engineer on projects in the Soviet Union, Finland, 
Sweden and England. In the United States, he is identified with the food 
service programing at the Society of the New York Hospital and Riverside 
Church, both in New York City; the University of Rochester and Dart- 
mouth College. His most recent school food service project is the University 
of Miami, where he has incorporated many new concepts that he believes 
can also be applied effectively in hospitals. 
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TASTY FOURSOME: Two 
pairs ona plate that cus- 
tomers ‘‘go for’'—a Kraft 
Ketchup PC for the french 
fries and a Cranberry Sauce 
PC for the fried chicken. 


GRIDDLE GLORY: Pancakes rate high on the 
menu when they're made light and thin, and 
wrapped around Kraft Cream Loaf whipped to airy 
smoothness. Serve with Kraft PC Table Syrup. 


portion-cost problems 
easily solved by Kraft PCs 


Cases of Kraft’s PC “individuals” seen in a commissary told a convincing story. The 
management had standardized on 14 of Kraft’s 19 PC items. They found this the best 


solution to what had been a vexing portion-cost problem. 


Now with jams, jellies, condiments, dressings, toppings and syrups in sanitary, 
attractive PC (Portion Control) packs, all the work, the waste and the mess has gone 


out of serving these products. 


You'll surely find these Kraft food packets just as profitable for you! With PCs, 
you readily control portions and costs with a minimum of supervision. And the new 
zip-off top on PCs adds extra convenience to these extra-good Kraft foods. — 


for your customers. 


Ask your Kraft man on his next call to show you the complete line! There are sure 
to be items you can serve—with profit for your operation and complete satisfaction 


menu-planners’ 


PC CHECK-LIST 


ORANGE MARMALADE 


BLACK RASPBERRY 


REO CURRANT 


MUSTARD 


CARAMEL 


KETCHUP 


MINT APPLE 


Apple, Mint-Flavored Apple, Grape, 


(Syrup is 5 trays per ctn.) 


Jams and Jellies Currant, Strawberry, Black Raspberry, For Toast, Sandwiches, Entrees 

Orange Marmalade, Cranberry Sauce 

, For Burgers, French Fries, 

Condiments Mustard, Ketchup Sandwiches 
French, Miracle Whip Salad Dressing, . 
Dressings Mayonnaise, Tartar Sauce For Salads, Fish 
Toppings Caramel, Chocolate, Strawberry For ice Cream Sundaes, Desserts 

Syrups Maple-Flavored Syrup; Honey For Waffles, Pancakes, Chicken 

10 Trays to a carton With PCs you control costs, 
20 PCs per tray portions and quality 
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slice costs, 
not your cheese 


BURGER’S BEST FRIEND: Kraft Ribbon 
Slices are, with good reason, the nation's top 
seller. Order these portion-ready slices for 
your operation . .. from Kraft. 48 1-oz. or 64 
%-oz. slices per 3-Ib. loaf. 


Kraft Ribbon Slices give you portion control con- 
veniently and profitably — Take a practical cue 
from the procedure manual of an organization of 
franchised drive-ins. Their specifications for the 
Cheeseburger read: “. . . Use Kraft Ribbon Slices 
Pasteurized Process American Cheese. Buy the 3- 
lb. loaf yielding 64 %4-oz. slices. It melts properly 
: and adds tasty cheddar flavor to the burger .. .” 
HAWAIIAN SANDWICH: Melt Kraft Rib- Apart from excellent melting properties and un- 
bon Slices over pineapple on toast and serve rivaled flavor, Kraft Ribbon Slices are justly popu- 
open-style with—or on Fridays, without— lar for another reason: economy. Outlets with a 
bacon strips. Potato chips and meaty olives , 6 
and eopetite. modest volume, as well as those doing “a land-office 
business,” have learned that on-premise slicing just 
doesn’t pay. 


With Kraft Ribbon Slices there are no ends, slivers 
or uneven pieces . .. and no labor’s involved. (These 3 
items can add 10¢ a lb. to bulk cheese cost!) 
Moreover, from opening hour to clos- 
ing, Kraft Ribbon Slices are ready to | 
use... without waiting or waste. Each 7 
slice peels easily off the loaf with- - 
out sticking, cracking or break- 
ing. No waste at all! 


| 
3 


64 ¥%,-02z. slices 3-ib. loaf 


48 1-02. slices 3-Ib. loaf 


KRAFT .. for good food and good food ideas 
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was such that the chef overflowed 
his production schedule and carried 
out a great deal of the next day’s 
food requirements the afternoon 
before. 


MIAMI PROJECT DEFINED 


To solve the problem at Miami, 
a “production kitchen” has been 
planned to be operated independent 
of any serving organization. It in- 
corporates a to-be-made-on-the- 
premises-zero-food-bank of vac- 
uum-packed, plastic containers for 
basic menu items. The foods will 
be held in zero storage and sold on 
requisition to the student union ca- 
tering group. I describe this system 
here because it represents desir- 
able, forward-thinking in food 
production that can be applied to 
hospital food service operations in 
the next decade. The production 
kitchen in the Miami project has 
been planned for the manufacture 
of basic menu items on a planned 
schedule five days a week, with 
no overtime, with the resultant 
products held in extensive zero 
store facilities. This requires ex- 
tremely low freezing temperatures, 
which, in some cases, could involve 
a 15-second freezing cycle, at more 
than 300° below zero, as afforded 
by the employment of liquid nitro- 
gen. 

However, if the basic menu items 
for zero bank storage can be pur- 
chased from a reliable firm, by the 
time the building is completed the 
University of Miami will purchase 
the frozen basic menu items and 
will utilize the allocated produc- 
tion space for auxiliary dining 
rooms. 

The kitchen in the Miami project 
will be much smaller than the 
average food production center and 
will be equipped in an entirely 
new way and operated by a skele- 
ton staff of well paid individuals. 
There will be hot and cold food 
banks with a temperature range 
from zero to 200°, and with any 
desired humidity. The reconstitut- 
ing staff will use all proved as- 
sistives or partially prepared items, 
including instant coffee, quick- 
cooking mashed potatoes, quick- 
cooking rice, instant puddings, 
dehydrates, etc. These items will 
be prepared at frequent intervals 
in the front line, which is named 
the “forward kitchen.” 

The time has come when hospi- 
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tals should take an objective look 
at their facilities and analyze the 
possibilities for drastic change 
which could be effected in a man- 
ner similar to the University of 
Miami project. 

In this new concept of food 
facility programing, two divisions 
would be set up: (a) the produc- 
tion proper and (b) the readying 
equipment and pantries for use in 
reconstituting requisitioned with- 
drawals from prefabricated stores. 

Kitchen production would be 
completely divorced from _ food 
service, dining rooms, and ward or 
floor serving pantries. 

A substantial part of the pa- 
tient’s basic menu could be made 
up with a holding factor (the time 
to be determined) and vacuum- 
packed in plastic envelopes of 
specific and standardized capaci- 
ties. For example, there would be 
8 individual portions for quarter- 
size entree pans; 16 portions for 
half-size entree pans, and 32 por- 
tions for full-size entree pans. 
Such plastic containers will most 
likely be flat envelopes, flat rec- 
tangular bags, or pouch-type bags 
which could be used under certain 
circumstances for serving groups. 
The foods would also _ include 
special diet requirements, such as 
sodium restricted and _ diabetic 
items. 

Institutions setting up their own 
production of zero banked items 
can store the constituents for 100,- 
000 basic meals in six standard 
deep freeze lockers. 

Large hospitals which may not 
wish to set up a facility to make 
their own zero stock stores would 
proceed with a selected provisioner 
on an annual contract basis. 


Some of the necessary reconsti- 
tuting equipment is nearly ready 
for use and it does not depend 
exclusively upon electronic cook- 
ing. There are other new equip- 
ment items on the threshold; these 
will be less expensive and more 
simple to operate. The reconstitut- 
ing phase can be broken down to 
function in the ward pantries or 
even in the private patient’s buffet 
facilities with the use of low cost, 
fully automatic equipment. 

With these innovations, the die- 
titian will have time to study and 
effect reformation in many areas. 


The release of the larger part of 
kitchen premises in costly areas 
will greatly affect the cube plan- 
ning of hospitals of the future. 
Air-conditioning can also be bet- 
ter balanced with the total elimi- 
nation of present heat dissipating 
kitchens. 

The logic of this plan is to 
stabilize production tempo by 
making the greater part of basic 
food a factory item, as distin- 
guished from the supplements. The 
nutrition department would handle 
the supplements and a reconstitu- 
tion and short-order operation 
from a new type of facility located 
throughout the hospital buildings. 
With the basic foods well prepared 
before being placed in zero stock, 
the dietitians can withdraw the 
needed amounts of food from 
stores by the meal or by the hour, 


-if need be. A heavy food service 


demand can be accommodated by 
merely increasing the _ stores’ 
withdrawals. On the other hand, 
an unaccountably smaller demand 
would merely mean adjusted req- 
uisitions. There would be no food 
hold-overs, no spoilage, a great 
lessening of overhead, and the re- 
moval of much of the operating 
hazard. 

I believe that all hospital ad- 
ministrators and dietitians should 
explore the possibilities of zero 
bank facilities, because zero basic 
meal items handling can relieve a 
large part of the patient and staff 
food service load every day. More- 
over, in emergency no one would 
starve; and on such occasions, a 
full line of disposable serving 
dishes could be used instead of 
china and glass. 

This new food service picture 
requires the collaboration of all 
food service directors to develop 
the desirable norms which would 
present special aspects to the pros- 
pective frozen food processing 
firms. It should be understood that 
many provisioners will undertake 
to set up zero banked food produc- 
tion without the help of food serv- 
ice directors, unless the latter 
group takes action very soon and 
spells out its requirements and 
needs. 

If most institutions adopt the 
new plan, how will it affect the 
dietitian’s status? Will the die- 
titian’s position be as important? I 
believe that the dietitian’s status 
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will be more important. 

The dietitian’s professional role 
would be clear: she would be re- 
lieved of the aggravations of ele- 
mentary food preparation and free 
to concentrate on improving many 
management aspects of hospital 
dietary operations. She would also 
contro] the operations of com- 
mercial food bank production. Die- 
titions as a group could set up a 
national regulatory body and es- 
tablish the norms, basic recipes, 
portion sizes, packaging methods, 
and a stock age and condition check 
system for safeguarding quality. 


In current programing at the 
Society of the New York Hospital, 
the author has devised a new type 
of central tray service. This dis- 
tribution system could speed 
tray delivery in many hospitals. 
Tray conveyors are to be elimi- 
nated and replaced by a set of 


high-speed automatic dumb- 


waiters, in association with special 
mobiles, each of which holds six 
completed trays. Plans also call 
for elimination, for the most part, 
of equipment substructures and 
the raising of working units to 
convenient waist-level heights. 


THREE LOOKS AT HOSPITAL FOOD SERVICE IN THE SIXTIES 


Deep freeze lockers have been 
specified so that the clear width of 
the locker interiors and the height 
between shelves will accommodate 
the labeled packages standing on 
end and will permit one to choose 
from the contents readily, since the 
labels will be in view. 

Since everyone knows how very 
slow many persons are in adopting 
revolutionary ideas and how obsti- 
nately they cling to the conven- 
tional methods, it probably will 
take the next 10 years to bring 
about the general acceptance of 
these new principles. ad 


3—A food technologist proposes that 
hospitals use frozen foods prepared 
in plastic or foil pouches which can be 
heated in the floor serving kitchen 


ODAY hospital feeding, to a 

large extent, is steeped in the 
prejudices, traditions and meth- 
ods of bygone days. It is slowly 
strangling and pinching off an 
important part of our nation’s 
feeding industry. Operating with 
much ill-designed, poorly con- 


trolled food preparation equip- 
ment, hospital feeding operations 
require great quantities of scarce 
labor and control a large part of 
the hospital dollar. 

Hospital food service in the next 
decade proposes to cut down in 


or on the serving cart. 
by ARTHUR C. AVERY 


labor and fill the gap with food 
service efficiency that combines 
scientific research and basic hos- 
pital requirements. This union 
cannot help but bring forth equip- 
ment and arrangements that will 
preserve food texture and flavor 
while conserving employee time. 

In the next decade, knowledge 
of raw food, its chemical compo- 
sition and behavior characteristics 
under various applications of 
energy will become better known. 
This will mean that food prepara- 
tion and cooking will approach an 


exact engineering science. For in- 
stance, in preparing a potato, only 
the precise minimum amount of 
peel will be removed and only after 
the food value has been trans- 
ferred to the mealy part of the 
potato. This will be accomplished 
in much the same way that pol- 
ished rice is fortified today. The 
potato will then be heated so that 
the pressure on the heating media 
will balance the pressure in the 
potato cells, and thus no food value 
is removed or destroyed. Unde- 
(Continued on page 74) 


Arthur C. Avery is technical director of the Food Science and Engineering 
Division of the U.S. Naval Supply Research and Development Facility, 
Bayonne, N.J. He has also conducted food research projects for the 
University of Massachusetts, Philippine fish industry, and the U.S. 
Department of Agriculture. He writes and lectures extensively in addi- 
tion to directing the newly organized Society for Advancement of Food 


Service Research. 
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Chicago, Illinois 


JOIN THE 


BIG CIRCLE 
Louis A. Weiss Memorial Hospital OF HOSPITALS x 
Chicago, Illinois SING 


FLEX-ST RAWS 


Chicago, lilinois 


Michael Reese Hospital 
Chicago, Illinois 


NEW LOW PRICES 
ON THE ORIGINAL 


FLEX-STRAW 


CONTACT YOUR 
DISTRIBUTOR 


CANADIAN DISTRIBUTOR: 
Ingram & Bell, Ltd. 


Toronto, Montreal 
Winnipeg, Calgary, Vancouver 


*Space permits mention of 7 
only a few of the thousands 
of hospitals, large and small, ‘¥ 
who choose Flex-Straws |} 


#% FLEX-STRAW is the original . . . precision 
corrugation .. . unmatched flexibility... proved 
best in a decade of drinking tube service. 


FLEX-STRAWS are disposable... bend to 
any angle for greater patient comfort...can be 
used for hot or cold liquids. 


write for free Samples and Iiterature - 


FLEX-STRAW CO., Int’l. H 
P.O. Box 431, Santa Monica, Calif. 


Name 
Address 
City State 


# FLEX-STRAWS are safe... eliminate need for 
sterilization ...danger of breakage. 


#& With all these advantages FLEX-STRAWS are 
money savers. . . original cost the only cost. 
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STEP STEP 2 
POUCH WAMERSED HOT WATER BATH 


sirable excess moisture will be re- 
moved by vaccum while the potato 
is being mashed. 

Similarly, products cooked in 
ovens, deep-fat fryers, griddles, or 
kettles will be either pretreated or 
cooked under conditions that will 
preserve the maximum flavor, tex- 
ture and food value. 


MORE AND BETTER FLAVORS 


In the next 10 years more will 
be known about the chemical com- 
position of flavors and how to 
synthesize or extract them so that 
they can be used to provide fullest 
flavor at time of consumption. It 
will also be possible to bring out 
the most desirable flavors by scien- 
tific application of the cooking 
process, enzymes or other chemi- 
cals. An-example of this today is 
maple syrup which is passed 
through the evaporating pans 
several times to develop the typi- 
cal maple flavor to several times 
above its normal strength. 

Also, enzymes are being used to 
enhance or bring back the flavor 
of products, such as dehydrated 
cabbage. Developments in the 
present synthetic flavor industry 
are well known, but to date they 
have never been used to the extent 
that they will be in the future. 

Flocks of bubbling pots on black 
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ranges will be no more. What will 
replace the faithful range and the 
enormous steam-jacketed kettle? 
Primarily, equipment that will 
cook small predetermined quanti- 
ties of food for designated periods 
of time and at automatically con- 
trolled temperatures. These will 
include: 

(1) Small kettles that accurately 
maintain any temperature from 
100° to 400°F. 

(2) Pressure cooking ovens that 
will cook with either steam or hot 
air under pressure, plus forced 
convection. 

(3) Deep-fat fryers with forced 
convection, and high energy input 
that will cook uncovered, covered 
or under pressure. 

(4) Griddles that will cook a 
food on one side at a time, on two 
sides at a time, or will envelop the 
food. 

In each case, the length of cook- 
ing time and the cooking tempera- 
ture will be maintained automati- 
cally. At the end of the cooking 
process, the cooking temperatures 
will be lowered to where it will 
not harm the food or the food will 
be removed from the cooking 
media. Any necessary stirring will 
be accomplished by variable speed, 
scraper-type mixers, magnetically 
driven steel bars in the cooking 


material or achieved by forced air. 

Wherever possible, successively 
performed functions will be carried 
out in one piece of equipment or 
the pieces of equipment will be 
placed adjacent in the order of 
most frequent inter-use. An ex- 
ample of this might be a jacketed 
kettle where steam or some other 
heated liquid might be used to cook 
a product to serving temperature. 
By adding a scraper-type mixer, 
the efficiency of both operations 
will be improved, labor saved, and 
the quality of the food enhanced. 

The arrangement of interrelated 
equipment might be demonstrated 
by an overhead bin of potatoes 
that opens onto a scale or measure 
which will portion and transfer 
the desired load of potatoes into 
the peeler. The peeler, in turn, will 
open onto a trimming table and 
thence down a chute into a slicing 
machine. The potatoes will finally 
fall into a wheeled transport or 
onto a conveyor belt at floor level. 
The only time the potato would be 
touched by hand is during the 
trimming. Even with this arrange- 
ment available, some hospitals may 
find it more economical to use pre- 
peeled potatoes. 


HOT AND COLD FOODS 


There will also be advances in 
refrigerating foods that will save 
food and labor. The refrigerator 
will be maintained at such high 
levels of humidity that covering of 
foods will not be necessary; greens 
will be kept crisp, and vegetables 
will deteriorate at a much lower 
rate than at present. Similarly, ice 
will not be necessary on salad bars 
because the bars will be refriger- 
ated; air around the products will 
be maintained at high humidity, 
and an air curtain across the top 
of bar will keep the cold from 
spilling out. 

In refrigerated and heated serv- 
ing counters, maximum power 
efficiency will be achieved by using 
the expansion side of the refriger- 
ating system to keep food cold and 
the condensor side to keep food 
hot. The newly exploited thermo- 
electric means of keeping foods hot 
or cold on the serving line may 
also be used. If this system is de- 
veloped to the efficiency of present 
refrigeration, it will eliminate 
worries of escaping refrigerating 
gases. . 
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TRAY VERTED OVER POUC: POUCH REMOVED FOOD REMAINS ON TRAY 


There will be a new process and 
engineered equipment for making 
products that are now yeast leav- 
ened, such as bread; chemically 
leavened, such as cake; or which 
depend on beaten-in air, such as 
omelets. The new process will con- 
sist of an injector that will intro- 
duce and evenly distribute small 
bubbles of air or a more suitable 
gas wrapped in a tough expansi- 
ble film into the material to be 
raised. Then the product will be 
placed in a heated oven or on a 
griddle that can be covered with 
an airtight hood. As the product 
heats, a vacuum will be applied 
causing the bubbles to expand to 
the desired size where they will 
be set by the heat. 

Manual lifting or carrying will 
be eliminated for the most part in 
the hospital kitchen of the future. 
Much greater use will be made of 
lightweight conveyors that will 
fold up against the wall. Further 
use will also be made of jack lifts 
on wheels that will lift a mixer- 
bowl or kettle, wheel it to the de- 
sired location, and either raise or 
lower it into position. The lift 
could be electric, manual or hy- 
draulically operated. 

Electric hoists on light overhead 
tracks will be used in similar 
fashion to lift and carry the flour 
for a batch of bread or the potatoes 
for a meal. Whenever repetitive 
trips occur, moving belts will in- 
crease in use. More use will be 
made of the returning portion of 
the belts—top part of the belt be- 
ing used to distribute full con- 
tainers and the lower part for re- 
turn of the empty ones. When it 
is feasible, wheels, belts or slide 
gravity conveyors will be used. 


FOU-PACK MEAL SYSTEM 


Since a large portion of the hos- 
pital labor dollar is used for serv- 
ice of the food, we are all inter- 
ested in what will be done to curtail 
these expenditures. While a variety 
of solutions will be tried, I predict 
that the most successful will be a 
variation of the foil-pack meal 
system now being used by the 
Navy and Air Force for their long- 
range airplanes. The menu items 
will be packed in foil or plastic 
dishes—one for each food item. 
These can be prepared in a hospi- 
tal kitchen or by a commercial 
caterer. 
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This system requires special 
recipes. For instance, some items, 
such as eggs, do not lend them- 
selves to this system. After prep- 
aration, the items are immediately 
refrigerated—not frozen. The foods 
can be kept for three days with- 
out dangerous or even abnormal 
bacterial counts. 

At mealtime, the hot compo- 
nents of the meal are heated in a 
forced-air oven for approximately 
15 minutes. Most items are best 
covered when they are heated, 
while meats are more typical if 
heated uncovered. 

For hospital feeding, reusable 
dishes or compartmented trays 
probably would be cheaper than 
foil or plastic, although the rest 
of the system could be the same. 
While this system may initially en- 
tail refrigerating and reheating the 
food on a floor serving pantry, 
eventually an electric cart will be 
built to consistently feed the re- 
frigerated items into a heated 
chamber as the aide serves. The 
cart will automatically follow a 
metalized line on the floor and 
stop for a predetermined time at 
each patient’s room or serving sta- 
tion. The cold items will be auto- 
matically raised to the serving 
level as the top materials are used. 
The cold items will be on a section 
that will clip on the hot tray. 

Another system of hospital feed- 
ing will use frozen foods in plastic 


or foil pouches (see diagram on p. 
74). These foods could be auto- 
matically heated on the cart by 
microwaves, infra-red, hot water, 
or steam. Certain semicooked meats 
could be foil-wrapped and finished 
in the toaster in the floor-serving 
pantry or on the serving cart. 

Rather than having each item in 
an individual pouch, it is probable 
that the hot foods for one patient’s 
meal can be sealed into sheets of 
plastic according to their relative 
position on the patient’s compart- 
mented tray. The sheet of three or 
four items is then removed and the 
top of each pouch slit. The seg- 
mented tray is then inverted over 
the ruptured pouches so that each 
food is in its proper location. Then, 
holding the plastic sheet tightly 
against the tray, the two are in- 
verted so the tray is right side up 
and the contents of the pouches 
can be quickly pinched out into 
the proper tray compartment. 

I can see no reason why hospi- 
tal food preparation need be more 
than an 8-hour-a-day, 5-day-a- 
week proposition or why hospital 
food service requires more than 
one person in each operational 
phase where we presently have 
three or four. These systems need 
to be tailored to hospital needs, 
and tailoring of this type requires 
some research and development, 
but it can be done if hospitals 
want it to be done. bd 


NOTES AND COMMENT 


_Sweetbread souffle popular with patients 


Sweetbread souffle is a variation of the popular souffle entree that 
meets patients’ approval at Memorial Hospital of Springfield, Ill., reports 
Lottie Crecelius, the hospital’s chief dietitian. Miss Crecelius also reports 
jade salad is well received by the hospital’s patients and employees. 

Miss Crecelius has featured sweetbread souffle on the first-week of her 


spring cycle menu on p. 78. Jade 
salad is included on Wednesday’s 
menu on p. 79. 

Here are the recipes for these 
menu items. 

SWEETBREAD SOUFFLE 
(48 servings) 

4 ats. scalded milk 
oz. melted fat 
oz. flour 


oz. salt 


tsp. white pepper 

Ibs. bread, cubed. 

egg yolks, beaten 

Ibs. sweetbreads, cooked and 
minced 


o RES 


24 egg whites, stiffly beaten 

1. Use the first five ingredients 
to make a white sauce. 

2. Then add bread cubes and 
mix; then the beaten egg yolks 
and mix, and thirdly, the sweet- 
breads. 

3. Fold in beaten egg whites. 

4. Pour into one oiled pan 12 by 
20 by 2% inches and one 12 by 
10 by 2% inch pan. Bake in 325° 
F. oven for 45-55 minutes. Cook 
over water in oven. 

5..Cut 32 portions from the 
larger pan and 16 from the smaller. 
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JADE SALAD 
(48 servings) 


26 oz. lime flavored gelatin 
2% ats. hot water (130°F.) 

3 oz. vinegar 

3 Ibs. cottage cheese 
1% pts. mayonnaise 

1 thsp. grated onion 

3 tbsp. salt 
1% pts. cooked carrots, diced 
1% pts. chopped green pepper 


1. Dissolve lime flavored gelatin 
in hot water. Add vinegar. 

2. Reserve 11% pts. of gelatin for 
top layer. Chill remaining gelatin 
until slightly thickened. 

3. Combine remaining ingredi- 
ents and fold into slightly-thick- 
ened gelatin. 

4. Pour into two pans (10 by 16 
by 2% inches) and chill until firm. 


5. Pour reserved gelatin over 
top to form a clear layer. . 


Low calorie winter dessert 
features plentiful apple 


Cherry Apples Jubilee is a win- 
tertime dessert suggestion with 


‘ three plus factors. It features the 


plentiful apple and provides a fes- 
tive dessert for patients on low 
calorie or diabetic diets. — 

The dessert item would also be 
appropriate for two February holi- 
days—either Valentine’s Day or 
George Washington’s birthday. 

The recipe is presented here 
through the courtesy of Sara Her- 
vey Watts, home economics con- 
sultant for Abbott Laboratories, 
and Dudley-Anderson-Yutzy, New 
York. 


CHERRY APPLES JUBILEE 
(25 servings) 


6% ec. red, sour, pitted cherries 
( water-pack ) 
7 tbsp. noncaloric artificial 
sweetening solution 
Red food coloring as needed 
25 medium-sized baking apples 


1. Drain juice from cherries. Add 
artificial sweetener and red food 
coloring to juice. Pour into pans. 

2. Core and peel skin from top 
one-quarter of apples. 

3. Place apples cut-side down 
into sweetened cherry juice. 

4. Cook over direct heat 5 min. 

5. Turn apples; fill centers with 
cherries, cover apples. 

6. Bake in 350° F. oven for 45 
minutes or until tender. Baste fre- 
quently. 


Spring Cycle Menu 
for the Midwest 


—_ 21-pay selective spring cy- 
cle menu and market orders 
for perishables are designed par- 
ticularly for hospitals in the Mid- 
west section of the United States. 
These menus, which are to be used 
during March, April and May, fea- 
ture foods popular in the Midwest. 

The menus in this issue are the 
first in the four-part series of 
spring cycle menus published in 
this Journal. The South-Southwest 
spring cycle menus will be pub- 
lished in the January 16 issue of 
the Journal. The East and North- 
Northwest menus will be included 
in the February 1 and February 16 
issues. 


In planning the menus, careful 


consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
- gmaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
end dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 
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Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 


full or normal diets, while those 


The winter cycle menus, published 
in the October and November 1959 
issues of this Journal, may be used 
during January and February. The 
Midwest and South-Southwest cycle 
menus appeared in the October 1 and 
16 issues, respectively. The November 
1 and 16 issues featured cycle menus 
for the East and North-Northwest, re- 


spectively. 


labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 


hospital will need to produce the 
menu. The market order includes 
all portion-ready meats, oven- 
ready roasts, portion-ready sea- 
food, eviscerated poultry and other 
pre-prepared items. The amounts 
are computed on the basis of serv- 
ing 100 patient and personnel 
meals at breakfast, 125 at noon 
and 100 at night. By using a mul- 
tiple of 50, larger hospitals can 
easily arrive at their market or- 
ders. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and veg- 
etables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard storeroom inven- 
tory is also available upon request 
by writing the American Hospital 
Association, 840 North Lake Shore 
Drive, Chicago 11, III. 


HOSPITALS, J.A.H.A. 


Vee" 


The famous dinnerware molded of melamine that will save you up to 80% 
in replacement costs every year. It’s made to take abuse... but at no sacri- 
fice of beauty. An exclusive “color-on-color” process bonds two colors into a 
single piece. Colors are molded in... won’t fade or wear off. All pieces have 
the self-draining contour base and heavy-duty rolled edges. Solid colors and 
decorated patterns also available. For price information and catalogs write: 


COLORS: Tan banded with 
Sepia; White banded with 
Burgundy, Bermuda Coral 
or Sage Green. 


TRIPLE DUTY: Textured 
colors Green and White 
banded with Sage; Blue and 
White with Turquoise; Tan 
and White with Sandalwood. 


PLASTICS MANUFACTURING COMPANY + Dept.H-160 * 2700 S. Westmoreland Ave. + Dallas, Texas 
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Ist WEEK MIDWEST SPRING SELECTIVE CYCLE MENU —prepared by Lottie Crecelius, chief dietitian, 


: (MENUS TO BE USED DURING MARCH, APRIL AND MAY) Memorial Hospital of Springfield, Ill. 
; breakfast noon night 
| Orange Juice (Fm, | Cream of Spinach Soup Chicken-Noodle Soup 
or Applesauce Broiled Canadian feons F) or Cheese Souffle (S) Roast Leg of Veal with \ vanid (FS) or Creamed Dried Beef on Toast Points 
7 Oatmeal Seb Diced Potatoes (FS) Whipped Potatoes 
or Ready-to-Eat Escalloped Egep plant or Buttered Peas Frozen Fordhook Beans or Buttered 
Rice Cereal — _ lad (F) or Tossed Green Salad—French Dressing Sliced Peach and Pear Salad or Combination 
: —— Egg Sliced Freestone Peaches in Syrup ors) or Vanilla ice Cream Frozen Cherry Cobbler (F) or Baked Custard — 
: 4 Stewed Rhubarb Vegetable Soup Tomato Juice 
| or Apricot Meat Loaf with Mushroom Gravy (FS) er Broiled Canadian Bacon Breaded Liver ols Broiled Shoulder Lamb Chop 
Nectar (FS) pee. Baked Potato (S) Mashed Potatoes 
Malt Meal Cerea Escalloped Corn (F) or ees Carrots (S Glazed Onions or Sottered Beets (FS) 
: or Cornflakes Lettuce Salad—1000 isiand Re Cherry Salad Slaw with Green Pepper or Gingerale Fruit —_ 
Poached Egg Purple Plums in Syrup or Tapioca joca Pudding Coconut Cake (F) or Whole Apricots in Syrup (S) 
Stewed Prunes (F) Beef Broth with Spaghetti Cream of Mushroom Soup 
f or Grapefruit Salmon Loaf with Sauce of Creamed Frozen Peas Roast Sirloin of Beef with orn (FS) or Sweetbread Souffle 
Juice (S) or Cottage Cheese—Canned Fruit Plate (FS) Parsley Buttered Potato (FS) 
Rolled Wheat Cerea! Baked Potato or Orange Muffin (FS) Buttered Cauliflower or Buttered Spinach with Lemon (FS) 
or High-Protein Buttered Broccoli or Buttered Beets (FS Pineapple-American Cheese Salad—Mayonnaise or Sliced Tomato Salad 
a Flaked Cereal Perfection Salad or Spiced Apricots on Watercress Chocolate Ice Cream (FS) er Royal Anne Cherries in Syrup 
Cooked Egg— Boysenberries in Syrup or Butterscotch Cream Pudding (FS) 
n 
; nanas (FS) Clam Chowder Vegetable-Rice 
by Juice Beef Stew with Vegetables (F) or Macaroni and Cheese (S) Chicken Tetrazzini int CF) or Broiled Beef Pattie (S) 
Cs Farina Glazed Sweet Potatoes ( Paprika Buttered Potatoes (FS 
or Bran Flake Cereal Seven-Minute Cabbage (F) or Buttered Green Beans (S) Browned Parsnips (F) or Buttered a Spears (S) 
Scrambled Eggs Tomato-Cucumber-Endive Salad—French Dressing Grapefruit and Orange Sections on Lettuce—Mayonnaise 
: . Coffeecake or Stuffed Prune Salad or — and Celery Sticks 
, Nectarines in Syrup (F) or Baked Custard (S) Spice Cake (F) or Canned Bartlett Pears in Syrup (S) 
: : Blended Juice (S) Cream of Tomato Soup Chicken-Rice Soup 
or Frozen of Fresh Ham Loaf with Mustard Sauce (F) or Parsley Omelet (S) Baked Red deem a with Lemon os or Bacon-Wrapped Lamb Pattie 
Strawberries (F) Au Gratin Potatoes (F) Baked Potato er Mashed Potatoes (S) 
eal Stewed Tomatoes (F) or Buttered —— 8 GS) Succotash (F) or Buttered Peas (S) 
or Puffed Rice Cereal | Spring Salad—french with Mint Jelly Salad Peach-Cottage Cheese 
E | Soft Cooked Ege Orange Sherbet (FS) or Soft or Shredded Lettuce Salad—French Dressing | 
Cinnamon Toas Pineapple Upside-down Cake (F) or Cherry Gelatin (S) Z 
Pineapple Juice Cream of Rapemnane Soup Tomato Bouillon 
or Stewed Prunes Chop Suey over Fried Noodles (F) or Creamed Chicken (S) Baked Cubed Steaks Fee or Roast Loin of Pork with Gravy 
Mait Meal Cereal Boiled Rice(S) ~ Whipped Potatoes (F 
or Ready -to-Eat Buttered Whole Kernel ry (F) or Buttered Spinach with Lemon (S) Broccoli with Hollanderse Sauce (F) or “ete ered pes S$) 
Wheat Flake Banana-Toasted Coconut Salad—Mayonnaise Head Lettuce—Mayonnaise or hie) armel 
Cereal or Stuffed Celery Sticks Butterscotch Pudding (FS) or Ha —— 
Poached Egg Apricot Halves in ? dc or Vanilla ice Cream (FS) 
Orange Juice (FS) Fruit Juice Cocktail—Crackers Corn Chowder 5 
ie or Kadota Figs Baked Ham with Raisin Sauce (F) or Roast Chicken with Gravy (S)__.. Cold Sliced Beef on Wholewheat Bread—Sliced Pickle and Mayonnaise (F) 
i. Farina Mashed Potatoes (FS) or Welsh Rarebit on Toast (S) 
“a or Cornflakes Buttered Turnips (F) or Buttered Asparagus Spears (S) Stewed Tomatoes (F) or Buttered Green Beans (FS) 
; Soft Cooked Egg— Grapefruit-Avocado Salad—fFrench Dressing Hearts of Lettuce Salad—Roquefort ne 
a. Bacon or Congealed Beet Relish Salad or Sliced Orange Salad—Mayonna 
ae Pecan Roll (F) Butter Pecan Ice Cream (F) or Coffee ice Cream (S) Pineapple Chunks in Syrup—Cookies ? or Baked Custard (S) 
4 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 


BEEF FISH Parsley Bunch 1 doz. 

Chipped Beef, Dried U. S. Goud lib. 16 | Red Snapper Fillets 20 Ibs. 100 | Parsnips 15 Ibs. 

Ground Beef U. S. Good, 5 Ib. pkg. 30 Ibs. lee petione, White Bag No. 1 300 Ibs. . 
Liver Steer, sliced 20 Ibs. 100 adishes nch 1 doz. 

Roast, Sirloin (B.R.T.) U. S. Choice 60 Ibs. 180 gq | Tomatoes Repacked (5x6) _1 lug (30 Ibs.) 
Steaks, Cubed U. S. Choice, on Turnips, White Topped 5 Ibs. 

4 of. each 100 FRESH FRUITS 

Stew U. S. Good 20 Ibs. 100 | apples Jonathan, 113s io FROZEN FRUITS 

Sweetbreads Fresh 8 ib. can,5-l sugar 24 Ibs. 

Grapefruit Juice Con., 32 oz. can 6 cans 

LAMB Grapefruit Seediess, 70s 1 box Rhubarb 8 ibs. can, 5-l sugar Ibs. 


,5oz.each Sibs. 15 | temons doz. Strawberries Sliced, 8 Ibs. can, 


Chops, Shoulder 
5-1 sugar 8 Ibs. 


U. S. Good 
Ground, Shoulder U. S. Good 5 ibs. 25 Oranges 176s 1 box 
FROZEN VEGETABLES 
PORK FRESH VEGETABLES Cuts, 2% Ib. pkg. 25 Ibs. 150 
Bacon, Canadian 15 Ibs. 120 | Cabbage Bag 50 ibs. Beans, Green Cuts, 2% Ib. pkg. 35 Ibs. 210 
Bacon (Sliced) 24-26-1 Ib. 18 Ibs. Carrots Topped, bag 100 Ibs. Senne, Lime Ford Hook, 
Butts, Smoked Celery Pascal, 30s 1 crate 2% Ib. pkg. 2% Ibs. 15 
(Boneless) Lean 20 Ibs. 100 | Cucumbers 6 only Broccoli Stems and buds 
Ham (Pullman) Ready-to-eat 20 Ibs. 60 | Egoniant 2 only 2% Ib. pkg. 17% tbs. 105 
Loin (Boneless) Grade A, 10-12 Ibs. 10 Ibs. 30 | Endive Curly 1 doz. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
Green Peppers 2 boxes Peas 2% Ib. pkg. 20 ibs. 120 
VEAL Onions, Dry Yellow, bag 50 Ibs. Spinach Chopped, 2% Ib. pkg. 2% Ibs. 15 
Chop Suey Meat U. S. Good 15 Ibs. 75 | Onions, Green Bunch 1 doz. Succotash 2% Ib. pkg. 15 ibs. 90 


Ist week market order for perishables (per 50 beds) 

SB 
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2nd WEEK MIDWEST SPRING SELECTIVE CYCLE MENU 


—-prepared by Lottie Crecelius, chief dietitian, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Memorial Hospital of Springfield, III. 
breakfast noon night 
Blended Juice (FS Split Pea Sou Cream of Celery Sou 
Stewed Prune ~ Roast Sirloi Beet with Gravy (FS) or Mam La King on Toast 


or 
Rolled Wheat Cereal 
or Cornflakes 


Escalloped Sweetbreads (F) or Broiled Steak (S) 

Buttered Noodles (FS) 

Mashed Rutabagas or Buttered Peas (FS) 

Grapefruit and Red Cherry Salad—fFrench Dressing 
or Shredded Lettuce Salad 

Fresh Fruit Cup or Butterscotch Pudding (FS) 


Oven-Browned Pot 

Cream Style Corn (F) or Buttered Carrots (S) 

adishes-Olives or Peach 
— FS) with Raisins (F) 


Bacon 
Raisin Toast 


Cream of Spinach Soup 

Shephard’s Pie with Gravy (F) or Casserole of ey and Rice (S) 
Buttered Frozen Lima Beans F) or Mashed Squash (S) 
Cabbage-Pineapple-Marshmaliow Salad or Sliced Tomato Salad 
Boysenberries in Syrup or Vanilla ice Cream (fs) 


ives in Syrup 
Alphabet 
Roast Leg of Lamb with Gravy—Mint Sauce or Mint Jelly (FS) 
or Meat Loaf with Tomato Sauce 
Eggplant and Tomato Casserole (F) 
or Buttered Spinach with Hard-Cooked Egg (S) 
or Hearts of Lettuce Salad—Bleu Cheese Dressing 
Frozen Peach Cobbier (FS) or Sliced Oranges 


Grapefruit q 
or Peach N 


to 
or Ready-to 

Rice Cereal 
Soft Cooked Egg 
Pecan Roll (F) 


Scotch-Barley Soup 

Creamed Dried Beot on Toast (FS) or Baked Hash with Chili Sauce 
Escalloped Potatoes (FS) 

Harvard Beets or Buttered Asparagus (FS) 

Mixed Fruit Salad—Mayonnaise or Jade 

Lemon Sherbet (FS) or Baked Custard 


Cream of Mushroom Sou 
Barbecued Pork Chops (F) or Roast Leg of Veal with Gravy (S) 
Mashed Sweet Potatoes (FS) 
Creamed Cauliflower (F) or Buttered Green Beans (S) 
Raisin-Celery Salad—Mayonnaise 

nese Cabbage with Vinegar and Oi! Dressi 
Apricot Halves in Syrup_—Cookies (F) or Vanilla Pudding (S) 


Cream of Celery Soup 
Italian Spaghetti and P Meat Balls with Parmesan Cheese (F) 
or Cheese Fondue (S) 
Baked Potato (S) 
Buttered Mixed Vegetables (F) or with Lemon (S) 
Grapefruit and Avocado Salad—French coy A Cole Slaw 
Fresh Fruit Cup or Spanish (FS) 


Stewed ken with Dumplings (FS) 
or Corned Beef Brisket with Horse-radish Sauce 
Boiled Potatoes 
Buttered Cabbage or Buttered Peas (FS) 
Sliced Lettuce and Tomato Salad—French Dressing 
or Bartlett Pear with Grated Cheese Salad 
Frozen Strawberry Shortcake (F) or Vanilla ice Cream (S) 


Bananas 

or Apricot — 
Malt Meal Cerea 

or Bran Cereal 
Soft-Cooked Egg 


, Cream of Chicken 


Beef Pie with Biscuit <1, (F) or Tuna Fish and Noodle Casserole (S) 
Yeast Roll (FS) 
Brussels Sprouts or Buttered Beets (FS) 
Sliced Orange and Shredded Coconut Salad 
or Head Lettuce with Russian Dressing 
Kadota Figs (F) er Baked Custard (S) 


Split Pea Soup 
Baked Halibut with Tartar 
or Roast Sirloin of Beef with 
Paprika Buttered Potatoes (FS) = ashed Potatoes 
ed a with Lemon or Buttered Carrots (FS) 
Tomato Mayonnaise or Pineapple-Cott 
Boston Fava Pie (F) or Bartlett Pear Half in Syrup (S) 


Cheese Salad 


Applesauce 

or Orange Juice (FS) 
Oatmeal 

or Cornflakes 
Scrambled Eggs 
Toast 


Baked Cubed Steak with 
Baked Cubes Steak Mushroom Gravy (F) 
or Macaroni and Cheese (S) 
Baked Potato (F) 
Braised Celery or Buttered Wax Beans (FS) 
or ange an nana Salad— 


Royal Ann Cherries in Syrup—Cookies Bavarian Cream (FS) 


Cream of Corn Soup 

Breaded Liver with *s nish Sauce or Roast Leg of Lamb with Gravy (FS) 
Mashed Potatoes (FS 

Ca Carrot Salad or Pea eam Cheese 

Graham Coober Pudding (FS) or ‘Sliced in Syrup 


sunday | saturday | friday | thursday |wednesday| tuesday | monday | 
: 


Tomato Juice—Crackers 
Roast Chicken (FS) with es and Gravy (F) 
or Broiled Loin Lamb 
Mashed Potatoes (FS) or Baked Potato 
Creamed White Turnips (F) or Buttered Frozen Peas (S) 
y Hearts and Olives or Golden Glow Salad— 
Neapolitan ice Cream (FS) or Pineapple Tidbits in Syrup 


Cream of ragus Soup 
Sliced Soiled on Rye Bread (F) 
or Cottage Chees nned Fruit Plate (S) 


Broccoli with Hollandaise Sauce or Buttered Sliced Beets (FS) 
Macaroni Salad er Sliced Peach and Pear Salad with Fresh Mint Garnish 
Nectarines in Syrup er Tapioca Pudding (FS) 


(F}—Full Diet 


(S}—Soft Diet 


(FS)}—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 


-— | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & Mo. of Servings | item, Specifications, Amounts & No. of Servings 
3 BEEF POULTRY Potatoes, White Bag No. 1 300 Ibs. 
4 Brisket, Corned U. S. Good - § tbs. Fowl (Eviscerated) Grade A, 5 Ib. av. 80 ibs. 100 | Radishes Bunch 1 doz. 
Chipped Beef, Dried U. S. Good 5 Ibs. 80 | Turkeys (Eviscerated) Grade A, 20-24 ib. av. 40 Ibs. Tomatoes Repacked (5x6) 2 lugs (60 Ibs.) 
7 Ground Beef U. S$. Good, 5 Ib. pkg. 80 Ibs. Fryers (Eviscerated) Grade A, 2% ib. av. 50 bs. 120 | Turnips, White Topped 5 Ibs. 
— | Liver Steer, sliced 5 ibs. 25 : Turnips, Yellow 5 Ibs. 
Roast, Sirloin (B.R.T.) U. S. Choice 40 Ibs. 120 FRESH FRUITS 
Steaks, Cubed U. S. Choice, Apples Jonathan, 113s 1 box FROZEN FRUITS 
4 oz. each 40 ibs. 160 | Avocado Ripe 6 only Orange Juice Con., 32 oz. can 6 cans 
Stew U. S. Good 20 ibs. 100 | Bananas Ripe 45 Ibs. Rhubarb 8 Ib. can, 5-l sugar _— 8 Ibs. 
Sweetbreads Fresh 15 ibs. 75 | Grapefruit Seediess, 70s 1 crate Strawberries Sliced, 8 Ib. can, 
Lemons 1 doz. 5-1 sugar 16 Ibs. 
LAMB Oranges 176s 1 crate 
s Chops, Loin U. S. Choice, FROZEN VEGETABLES 
6 oz. each Sibs. 15 FRESH VEGETABLES Asparagus Cuts, 2% Ib. pkg. 30 Ibs. 180 
Leg (B.R.T.) U. S. Good, yearling 60 Ibs. 180 | Cabbage Bag 100 Ibs. Beans, Green Julienne, 2% tb. pkg. Sibs. 30 
Chinese Cabbage Sheods | Lime 
PORK Ib. pkg. 2% Ibs. 15 
Butts, Smoked Celery Pascal, 30s lerate | Broccoli Stems and 
(Boneless) Lean 5 ibs. Cucumbers 1 doz. Ib. - 2% ibs. 15 
Chops, Loin Grade A, 4 oz. each 20 tbs. 80 | Eggplant 8 only Brussels Sprouts 2% Ibs. 15 
Ham (Pullman) Ready-to-eat 10 tbs. 50 | Lettuce Head, 48s 2 boxes Cauliflower Buds, 2% Ib. pkg. 10 ibs. 60 
Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 17% tbs. 105 
z FisH Onions, Green Bunch 1 doz. Spinach Chopped, 2% tb. pkg Sibs. 30 
™ | Halibut Steaks, 5 oz. each 30 tbs. 90 | Parsley Bunch 1 doz Vegetables, Mixed 2% ib. pkg. 15 ibs. 90 
THIS PAGE HAS BEEN PERFORATED FOR EASY REMOVAL 
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3rd WEEK MIDWEST SPRING SELECTIVE CYCLE MENU 


_—prepared by Lottie Crecelius, chief dietitian, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Memorial Hospital of Springfield, III. 
breakfast noon night 
ee Bananas Cream of Tomato Soup Vegetable my | 
Blended Baked Country Ramee Os Cheese Omelet (S) Breaded Veal Cutlet 2k er Broiled Canadian Bacon (S) 
Juice (FS) Candied Sweet Potatoes Escalloped Potatoes 
Rolied Wheat Cerea! Spanish Corn (F) or Sotores eng oy Spears (S) Buttered Cabbage (F) or Spinach _ Lemon (S) 
or Ready-to-Eat Spiced Peach and Cottage Cheese Pickled Beet Sa Fah Neath. Dressi 
Rice Cereal or Shredded Chinese Cabbage on *Watercress—French Dressing or Section Salad 
Egg Fresh Fruit Cup or Chocolat ng (FS) Coconut Cake (F) or Applesauce (S) 
Grapefruit Juice (S) Split Pea Soup | Cream of Mushroom Soup 
or Stewed Prunes (F) athe Salad "Plate with Tomato Quarters, Olive Garnish (F) Roast Sirloin of Beef with Gravy (FS) 
Farina or Creamed Chicken on Toast (S) or Hot Sliced Beef Tongue with Horseradish Sauce 
} or Cornflakes Baked Potato (FS) Steamed Potatoes (FS) 
Soft Cooked Egg Paprika Buttered Cauliflower or Buttered Green Beans (FS) Parsley Buttered Carrot me OF (FS) or Buttered Diced Rutabagas 
Bran Muffin with Pimiento Salad—Ffrench Dressing (F) T Island Dressi 
olded Fruit Salad aaee. Date- Marshmaliow lad 
Peeled Apricot Halves in Syrup (FS) or Baked Custard scubory bbier (F) or Orange Gelatin (S) 
Orange — (S) Cream of Potato Soup Chicken-Noodle Soup 
or Froz Meat Loaf with Tomato Sauce (F) or Toasted Cheese Sandwich (S) Baked Ham—Pineapple Sauce (F) or Roast Leg of Lamb and Gravy (S) 
Strawberries S) Baked Potato (F) Mashed Potatoes (FS 
Rolled W Buttered Broccoli (F) or Mashed Squash (S) Whole Kernel Corn and Tomatoes fF) or Buttered Peas (S) 
or Fruited Lemon Gelatin Salad—Mayonnaise and Red Apple Salad—french Dressing 
Scrambled Eggs or Celery and Carrot Sticks Lettuce Cheese Dressing 
Sweet Ro Bartlett Pear Halves in Syrup—Cookies (FS) or Vanilla Cream Pudding Black Walnut Ice Cream (F) or Sliced Freestone Peaches in Syrup (S) 
Kadota Figs Navy Bean Soup Cream of Pea Soup 
er Blended Citrus Baked Cubed Steaks (FS) or Omelet Chicken Fricassee XFS) or Ham Souffle with Bechamel Sauce 
Juice (FS) Twice-Baked Potato (FS) Parsley Buttered Potatoes (FS) 
meal Buttered Baby Lima ns or Buttered Carrots (FS) Browned Parsnips (F) or Buttered Green Beans (S) 
or Puffed Rice Cerea! te -Cottage Cheese Salad Pear in Lime Gelatin Salad—Mayonnaise 
Soft Cooked Egg— ive and Escarole Salad—French Dressing or Asparagus on Leaf Lettuce 
Purple eat in Syrup or Angel Cake (FS) Reisin- Bread Pudding (F) or Orange Sherbet (S) 
uce (FS) Clam Chowder Scotch-Barley Soup 
er Apricot Nectar Macaroni and Cheese (FS) or Lamb Stew Baked White Fish—Parsiey Lemon Butter Sauce (FS) 
It Meal Cerea! Boiled Potatoes or Swiss Steak 
or Puffed Stewed Tomatoes with Toast Cubes or Buttered Peas (FS) Whipped Potatoes (FS) 
Cereal Sliced Orange and Red Grapes on Leaf Lettuce Succotash or Buttered Diced Beets (FS 
Soft Cooked Egg or Head Lettuce—1000 Island Dressing Banana-Nut Salad—Mayonnaise (F) or Hearts and Olives 
Sweet Roll Royal Anne Cherries in Syrup—Cookies or Spanish Cream Pudding (FS) Rhubarb Cream Pie (F) or Orange Gelatin ( 
Bananas (FS) Tomato-Rice Soup Cream of fk pe 
or Pineapple Juice Escalloped Ham and Potatoes (F) or Broiled Beef Patties on a Bun (S) Roast Leg of Veal wit Gravy (FS) or Broiled Sweetbreads on Toast 
Farina Corn Pudding (F) or Buttered Asparagus (S) Mashed Potatoes (FS) 
or Ready-to-Eat Apricot and Cottage Cheese Salad or Cole Slaw Creamed Onions st + Spinach with Lemon (FS) 
Rice Cereal Tapioca Pudding (FS) or Sliced Orange and Grapefruit Sections Mixed Fruit Salad—Mayonnaise or Sliced Tomato and Cucumber Salad 
Poached Egg Apple Crisp (FS) or Baked Custard 
Tomato Juice (S) Beef Bouillon Cream of Mushroom 
or Frozen Peaches Roast Chicken (S) with Dressing and Gravy (F) Cold Cuts—Potato Seiod (F) or Broiled Bacon (S) 
Farina or Broiled Loin Lamb Chops Twice-Baked Potato (S) 
or Cornflakes Baked Potato (FS) Harvard Beets or Buttered Wax Beans FOE 
Canadian Bacon Brussels Sprouts or Creamed Carrots (FS) Tossed Salad—fFrench Dressing or Citrus French Dressing 
French Toast Fruited Raspberry Gelatin Salad—Mayonnaise Bartlett Pear Halves in sey or Lemon Sponge Pudding (FS) 
or Relish Plate—Mayonnaise, Olives, Celery, Radishes, Carrot Curls 
Pineapple Sherbet—Coconut Cookies (F) or Rosleseute (S) 
(F}-—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
= BEEF POULTRY Radishes Bunch 1 doz. 
Ground Beef U. S. Good, 5 Ib. pkg. 20 Ibs. 100 | Fowl (Eviscerated) Grade A, 5 Ib. av. 80 Ibs. 100 | Tomatoes Repacked (5x6) 2 lugs (60 ibs.) 
= Roast, Sirloin (B.R.T.) U. S. Choice 30 ibs. 90 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 24 Ibs. Turnips, Yellow 5 Ibs. 
| Steaks, Cubed U. S. Choice, Fryers (Eviscerated) Grade A, 2% ib. av. 75 ibs. 100 | Watercress Bunch 1 doz. 
rq 4 oz. each 25 Ibs. 100 
a Steak, Swiss U. S. Good, 40z. each 5ibs. 20 PRESH FRUITS FROZEN FRUITS 
Sweetbreads Fresh 5 Ibs. Apples Jonathan, 113s 1 box Grapefruit Juice Con., 32 oz. can 6 cans 
Tongue No. 1 5 Ibs. Bananas Ripe 60 Ibs. Orange Juice Con., 32 oz. can 6 cans 
LAMB Seediess, 70s Peaches Steed, 8 ib. can, 
Chaps, Lele ee 5 tbs. 15 | Oranges 176s 1 box Strawberries Sliced, 8 Ib. can, 
Leg (B.R.T.) U.S. Good, yearling  Sibs. 15 suger 8 Ibs. 
Stew U. S. Good 5 ibs. 25 FRESH VEGETABLES 
s Cabbage Bag 100 Ibs. FROZEN VEGETABLES 
PORK Carrots Topped, bag 100 Ibs. Asparagus Cuts, 2% Ib. pkg. 5 ibs. 30 
: Bacon, Canadian 2% Ibs. 25 | Celery Pascal, 30s 1 crate Beans, Green Cuts, 24% Ib. pkg. 17% ibs. 105 
Bacon (Sliced) 24-26-1 Ib. 24 Ibs. Chinese Cabbage Heads 6 heads Beans, Lima i, pus 
(Boneless) Lean 15 Ibs. Endive Curly 6 head Beans, Wax Cuts, 2% Ib. pkg 15 Ibs. 90 
E Loin (Boneless) Grade A, 10-12 Ibs. 20 tbs. 80 6 heads Broccoli and 
Sausage (Bulk) Lean 30 Ibs. 90), he 2% Ib. pkg. 15 ibs. 90 
ettuce Head, xeS | Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
Lettuce Leaf 5 Ibs. Cauliflower Buds, 2% ib. pkg. 2% Ibs. 15 
Cutlets U. S. Good, 4 oz. each 20 Ibs. 80 | Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 17% Ibs. 105 
Leg (B.R.T.) U. S. Good 25 Ibs. 75 | Onions, Green Bunch 1 doz. Spinach Chopped, 
= Parsley Bunch 1 doz. 24% ib. pkg. 17% Ibs. 105 
FISH Parsnips 10 tbs. Squash, Winter 3 Ib. pkg., 1 Ib. pkg. 1 Ib. 5 
Whitefish (Sea) Fillets 20 ibs. 80 | Potatoes, White Bag No. 1 300 ibs. Succotash 2% Ib. pkg. 2% ibs. 15 
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Educating nursing leaders 


EDUCATION FOR NURSING SERVICE ApD- 
MINISTRATION. Mary Kelly Mul- 
‘ lane. Battle Creek, Mich., W. K. 
Kellogg Foundation, 1959. 242 pp. 
$3 (remittance must accompany 
order) 
This well written summary of 


the experiences of 14 universities 
in conducting programs in nursing 
service administration is based 
primarily upon reports made to 
the Kellogg Foundation at the end 
of a five-year period of sponsor- 
ship of the programs. 

The author describes the back- 
ground which led to the decision 
of the Kellogg Foundation to sup- 
port the programs for the specific 
preparation of nursing service ad- 
ministrators, as distinct from the 
preparation of nursing school ad- 
ministrators. She has included 
several excerpts from the reports 
of individual universities and ta- 
bles which show some of the simi- 
larities and differences, such as 
curriculum patterns and student 
selection categories. She raises 
questions, makes explanations and 
offers suggestions which serve to 
clarify and amplify the reports. 
Implications for further curricu- 
lum study and development, par- 
ticularly in the area of field work, 
are made apparent. The need for 
faculty time for research is pointed 
out. 

“Six years ago, nursing service 
administration was almost an un- 
known term in the vocabulary of 
nursing. Now, the development of 
leaders for hospital nursing serv- 
ices is receiving as great, if not 
greater, attention as any other 
phase of nursing education.” This 
statement, made by a dean of one 
of the schools of nursing, indicates 
the recognition the program has 
received. Another impact has been 
the clear distinction between nurs- 
ing service and nursing education, 
and an acceptance of that differ- 
ence.—EpDNA S. LEPPER, associate 
director, nursing service, Massa- 
chusetts General Hospital. 
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Research in welfare records 


HEALTH RESEARCH OPPORTUNITIES IN 
WELFARE Recorps. Herbert Notkin. 
New York, Health Information 
Foundation, 1959. 20 pp. No charge. 
(Research series No. 8) 


The primary purpose of the study 
reported by Dr. Notkin, who is 
medical director of the Onondaga 
County (N.Y.) Department of Pub- 
lic Welfare, was to make “a pre- 
liminary survey of the role of ill- 
ness, disability and premature 
death in producing formal eco- 
nomic dependency—that is, reli- 
ance on public assistance for food, 
shelter, clothing and medical care’”’. 
The secondary purpose of the study 
was to determine whether a more 
extensive and more definitive study 
of the problem would be worth- 
while. 

The preliminary conclusions 
drawn by the author from the 
study data are that “a very large 
amount of formal economic de- 
pendency is due in one way or 
another to medical conditions,” and 
that “a clearer elucidation of some 
of the health and medical factors 
contributing to economic depend- 
ency can be discovered only by a 
different type of study”. 

The author indicates that other 
comparable studies support his 
findings. He also states that this 
type of study should be continued 
“in greater depth in order to ascer- 
tain if preventive social or medical 
techniques could have reduced the 
number of individuals applying for 
public welfare”. 

—WILLIAM MCKILLOP 


Medical record manual 


AN ADMINISTRATIVE MANUAL FOR 
MEDICAL REcORDs. Sister Mary 
Yvonne. St. Louis, Catholic Hospi- 
tal Association, 1958. 184 pp. $3.50. 
This manual achieves the au- 

thor’s purpose of providing a model 

for a master policy and procedure 
book that supervisory medical rec- 


also: 
Research in welfare records 
Medical record manual 


ord librarians would find useful 
in the day-to-day administration 
of their departments. The loose- 
leaf, paper-back manual, well il- 
lustrated with charts and floor 
plans, shows the organization, poli- 
cies and procedures in one particu- 
lar medical record department, that 
of St. Mary’s Hospital, Kansas 
City, Mo. 

Chapters I and II deal with hos- 
pital regulations governing the use 
of medical records, the objectives 
of the medical record department, 
organizational charts, a sample job 
description, and the code of ethics 
of the American Association of 
Medical Record Librarians. The 

jer portion of the manual, Chap- 
ter III, concerns specific procedures 
followed at St. Mary’s in perform- 
ing the required functions in the 
medical record department. Desk 
procedure books have been care- 
fully prepared, giving step-by-step 
detail, and gathered together into 
the master procedure manual. 

An organizational chart shows 
the composition of medical staff 
committees whose work is closely 
related to that of the medical rec- 
ord librarian—the medical record, 
tissue, and audit committees. Com- 
mittee functions are also described 
and their responsibilities deline- 
ated. 

The chapter devoted entirely to 
methods improvement contains 
many excerpts from current litera- 
ture and excellent references for 
further study. Personnel policies 
of the AAMRL and illustrations of 
medical record forms used in the 
hospital appear in Appendix I and 
II. 

Sister Yvonne has provided ad- 
ministrative medical record li- 
brarians with a useful model for 
development of master policy and 
procedure manuals for their own 
departments.—LAURA ANNE BIG- 
Low, C.R.L., chief, Education Pro- 
gram, A.A.M.R.L. 
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ee try new MATEX gloves 


Now ... all MATEX surgeons’ gloves are made of a new compound that 
produces much softer and more comfortable gloves. Because they are more 
pliant, they do not bind or constrict free movement of hands and fingers. 
Thus, they dramatically lessen hand fatigue. 


Mechanical tests prove new MATEX gloves are up to 50% softer than 
average gloves. And they provide the bare-finger tactility for which 
MATEX gloves have always been famous. 


There’s rugged strength and durability in new MATEX gloves, too. They’ll 
survive many trips to the autoclave—save on hospital glove costs. 


Ask your dealer to let you try new MATEX gloves. In white and brown, 
snug-fit rolled wrists or colored-banded. . 


THE MASSILLON RUBBER COMPANY 
Massillon, Ohio 
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equipment and 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


Luggage rack (1E-1) 


‘Manufacturer's description: These lug- 


gage racks are available in period 
and contemporary styles and in a 
wide selection of colors and wood 
finishes. Built for heavy duty lug- 
gage use, the racks provide a 
steady and strong foundation for 
trays, luggage, portable appli- 


to 20% in., widths from 12 to 14 
ins. and lengths from 22 to 23% 
ins. Dillingham Manufacturing Co., 
Dept. H23, Sheboygan, Wis. 


X-ray film processor (1E-2) 

Manufacturer's description: A fully auto- 
matic x-ray processor, small 
enough to fit the space facilities of 
most medical x-ray departments, 
delivers dry film ready for inter- 
pretation in seven minutes. Chemi- 
cal solutions, automatically re- 
plenished as needed and constantly 
recirculated, requires changing 
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only after processing 50,000 films. 
The loading end of the processor 
need extend only 18 inches into 
the darkroom; the processing sec- 
tion, dryer and receiving bin can 
be in an adjacent, normally-lighted 
room. Medical Sales Div., Eastman 
Kodak Co., Dept. H23, Rochester 
4, N.Y. 


Infant-feeding formula (1E-3) 
Manufacturer's description: A new, in- 
fant-feeding formula that closely 
resembles mother’s milk in nutri- 
tional make-up. Nine per cent of 
its calories are derived from pro- 
tein (seven to eight per cent in 


infamit 


human milk); it also resembles 
human milk in its carbohydrate, 
fat, vitamin and mineral content. 


The new formula has zero curd 
tension and, in addition, it has a 
low osmolar concentration which 
protects the baby’s kidneys from 
excessive excretion and_ solute 
load. It is available in liquid or 
powder form. Mead Johnson & Co., 
Dept. H23, Evansville 21, Ind. 


Umbilical cord clamp (1E-4) 
Manufacturer's description: This small, 
lightweight umbilical cord clamp 


can be applied in seconds with one 
hand, thus saving staff time and 
simplifying delivery room proce- 
dure. Made of tough, resilient ny- 
lon, the disposable clamp may be 
autoclaved. The clamp fits any size 


Chicago 11, Illinois. 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 


torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
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film processor (1E-2) 
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Umbilical cord clamp (1E-4) 
Wall covering (1E-5) 

Plastic splint material (1E-6) 
Electronic colony counter (1E-7) 


Cold storage doors (1EL-1) 
Files (1EL-2) 

Firing equipment (1EL-3) 
glassware (1EL-4) 
____Surgical sprays (1EL-5) 


PRODUCT NEWS 


PRODUCT LITERATURE 


__——Food cutter (1E-8) 

__.._Bedpan (1E-9) 

Spray paint (1E-10) 

—__— Blood bank refrigerator (1E-11) 
—__—Pestle homogenizer (1E-12) 

Portion control frozen meats (1E-13) 
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Trashpaper compressor (1EL-8) 
Rectifiers (1EL-9) 

Child development booklet (1 EL-10) 
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umbilical cord, large or small, and 
maintains constant pressure as the 
cord shrinks. It grips blood vessels 
together over a safe quarter-inch 
area, thus eliminating hemorrhag- 
ing and seepage. No dressings or 
belly bands are required. Hollister 
Inc., Dept. H23, 833 North Orleans 
St., Chicago 10. 


Wall covering (1E-5) 

Manufacturer's description: A striped vi- 
nyl linen-like wall covering gives 
an attractive three-dimensional ef- 
fect to walls. It is available in 


eight colors and is manufactured - 
from tough, wear-resistant vinyl. 
The 8 in. sq. tiles bend easily on 


corners and curves and can be 
easily applied to virtually any wall 
surface. The General Tire & Rub- 
ber Co., Dept. H23, 70 Garden St., 
Lawrence, Massachusetts. 


Plastic splint material (1E-6) 
Manufacturer's description: This plastic 
splint material is easy to apply 


= 


and requires no protective cloth- 
ing. It will not shrink, is light, 
strong, shock resistent and resili- 
ent. It will not soften, crumble, 
abrade or delaminate, thus pre- 
venting aggravation of the injury. 
Its compressive strength is over 
2,000 lbs. per sq. in. It hardens in 
minutes and is nonflammable, 
waterproof, nontoxic and allergy- 


ANNOUNCING 


12th Annual Short Course in 


HOSPITAL HOUSEKEEPING 


April 4 to May 26, 1960 


Sponsored by the American Hospital Association in cooperation with 
Michigan State University, Kellogg Center for Continuing Education 


And again this year Huntington Laboratories 


onering TEN SCHOLARSHIPS 


A you selectis eligible to compete ... the Short Course 
in Hospital Housekeeping has but one objective — better pa- 


tient care through 


better hospital housekeeping. 


Anyone you select from your hospital may attend the 
course and is eligible to compete for a Huntington Labora- 


For details, write: 


American Hospital 
Association, Hunt- 
ington Laboratories 
Educational Fund, 
840 North Lake 


Shore Drive, Chi- — will cover the major portion of the room, 
and book costs (approximate value, $300.00). 


cago 11, Illinois. 
Deadline for appli- 
cations is February 
9, 1960. Huntington 
Laboratories has no 


partie Be 
winners. 


tories scholarship. The rules are simple. The person must 
presently be employed by a hospital, or promised employ- 
ment upon completion of the course. Two letters of reference 
are necessary, plus a statement of 500 words or less from the 
person you select on “‘What benefits I expect to obtain from 
the Short Course in Hospital Housekeeping.’’ Each scholar- 


, tuition 


HUNTINGTON @® LABORATORIES 
HUNTINGTON, INDIANA 
Philadelphia 35, Pennsylvania © dn Canada: Toronto, Ontario 


free. The material is transparent 
to x-rays and does not conduct 
electricity. Dura-Design Plastics, 
Limited, Dept. H23, 1454 Bloor St. 
W., Toronto 9, Ont., Canada. 


Electronic colony counter (1E-7) 

Manufacturer's description: Bacterial 
colonies can be counted and 
marked simultaneously in a single 
probing action with this instru- 
ment, which records pathogenic 
and nonpathogenic colonies with 
great accuracy and provides the 
operator with four different elec- 
tric counting devices: an electronic 
marking probe, an electric mark- 
ing pen, a fixed pushbutton coun- 


ter and a remote, hand-held push 
button counter. New Brunswick 
Scientific Co., Inc., Dept. H23, New 
Brunswick, N.J. 


Food cutter (1E-8) 
Manvfacturer's description: This machine 
has a capacity of seven lbs., a fab- 


ricated steel bed plate which is 
light and strong, a sealed gear re- 
duction unit running in oil and 
8% in. diameter attachments. The 
sealed gear unit eliminates oil 
leakage, giving it a longer life and 
thus requires less servicing. John 
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E. Smith’s Sons Co., Dept. H23, 50 
Broadway, Buffalo 3. 


Bedpan (1E-9) 
Manufacturer's description: A stainless 
steel bedpan with an angle design 


s Now you can control 
micro-organisms efficiently: 
Kathabar® Systems 


which makes patients more com- 
fortable. It is contoured to fit the 
buttocks and to accommodate the 
coccyx. Its angle design and 
rounded edges make it feasible for 


use with patients who are helpless ae pathogens included — 


and must be rolled onto the bed- 
pan. Jones Metal Products Co., to below 5 per 10 cu. ft. 


Dept. H23, West Lafayette, Ohio. (as measured by the 
Spray paint (1E-10) most sensitive instruments) 
Manufacturer's description: This is a fast in air delivered continuously 


drying interior paint, safe to use to any hospital room. 


overhead or near work areas with- 

s The Kathabar aseptic 
uses neither filters nor lights; 
treats the problem directly: 
(1) dries up all exposed water, 
where organisms thrive, 
in coils and ducts; 
(2) sterilizes air most 
efficiently and consistently. 


s The asepsis is odorless, 
any Latah and its effectiveness is 
Pes not reduced by age. 


out drop cloths or messy clean-up. s Your inquiry will be given 
The overspray dries in the air and our prompt atten tion. 


simply sweeps or brushes away. 
Because the paint dries so quickly, 
the painter can put a new coat 
over a coat that has dried an in- 
stant before. This permits a build- 
up of the desired thickness with- 
out moving ladders and scaffolding 
back over the same area for a 


Combustion - 2388 Dorr St.,Toledol,O. 
A Division of Midland-Ross Corporation : 


Send “Air Hygiene for Hospitals” 


second or third coat. Tropical | name & title........... 
Paint Co., Dept. H23, 1246 W. 70th : : 
Blood bank refrigerator (1E-11) ce 
Manvfacturer’s description: This refrig- 50-6 Os 0 BORE 
erator features an automatic alter- 
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EXACTLY THE 
CASTERS AND 


YOU WANT 


ERS 


to meet your exact needs 


There is a type of Darnell Caster or 
Wheel for every kind of use and 
floor. Made for light, medium and 
heavy-duty service, you are sure to 
find in the Darnell line the exact 
caster or wheel to meet your indi- 
vidual requirements _. . 


(pl DARNELL DISTRIBUTOR 


Look in the 
YELLOW PAGES 


DARNELL CORPORATION, Lr. 


DOWNEY (OS ANCELES COUNTY CALIFORNIA 
SIXTY FIRST ST WOODSPDE 77 LI. N 
36 NORTH CLINTON STREET CHICACO 6 ILLINOIS 


nating refrigeration system; two 
complete refrigeration systems are 
used and each is connected to a 
separate power line. The running 
time of each unit, before it alter- 
nates, can be set for from one day 
to seven days. Automatic switches 
contro] the operation of the units 
in case one fails or if the tempera- 
ture fluctuates more than four de- 
grees. An automatic alarm system 
signals temperature rise or fall 
and a seven-day dial thermometer 
provides an accurate record of 
temperatures. The C. Schmidt Co.., 
Dept. H23, 1712 John St., Cincin- 
nati 14. 


Pestle homogenizer (1E-12) 


Manufacturer's description: A pestle 


homogenizer with an integral cut- 
ting blade which disintegrates, 
minces and homogenizes in one 
tube in one operation. Micro and 
medium quantities of tissue ho- 


mogenates can be conveniently 
prepared for biochemical and path- 
ological studies. The rotating por- 
tion is a pestle 

with stainless 

steel rod and 

cutting blade, 
which mini- 
mizes genera- 
tion of heat and 
eliminates the 
possibility of 
powdered glass 
in the homoge- 
nate. The hem- 
ispherical por- 
tion of the tube } 
is ground to in- s | 
crease friction and the cylindrical 
area is made of precision-bore 
tubing. Kontes Glass Company, 
Dept. H19, Vineland, N.J. 


Portion-control frozen meats 
(1E-13) 

Manvfacturer’s description: A complete 
line of institutional, portion-con- 
trol, frozen meats features a wide 


selection of beef, pork, veal and 
lamb. The products come packed 
in five and ten pound boxes. Pat- 
rick Cudahy, Inc., Dept. H23, Cud- 
ahy, Wis. 


SEE COUPON, PAGE 83 


Cold storage doors (1EL-1)—Bulle- 
tin on lightweight plastic food serv- 
ice cold storage doors describes 
their advantages over previous 
freezer doors. Actual color 
swatches are also fixed to the 
folder. Jamison Cold Storage Door 
Co., Hagerstown, Md. 


Files (1EL-2)—TIllustrated lehflet 
claims shelf-type files result in a 
savings of 50 per cent in space plus 
better protection, easier filing and 


neater appearance. For a copy of 
the leaflet “Spacefinders Solve Fil- 
ing Problems at Altoona Hospital”, 
and Catalog 9 showing various files, 
write to Medical Records Filing 
Dept., Tab Products Co., Dept. HL 1, 
995 Market St., San Francisco 3. 


Firing equipment (1EL-3)—Illus- 
trated catalog of complete line 
of fuel burning and auxiliary 
equipment has just been released. 
The index and selection chart sim- 


HOSPITALS, J.A.H.A. 


2 
—< 
; 
= 
& hia 
bah ¢ 
4 end for 
Copy... 
« 


plifies selecting appropriate equip- 
ment for any application. Write for 
Form 6260. Iron Fireman Manufac- 
turing Co., Dept. HL1, 3170 West 
106th St., Cleveland 11. 


Laboratory glassware (1EL-4)—Over 
75 items have been listed in this 
supplement covering styles, shapes, 
sizes, conversions to hard glass and 
new products. Ask for No. SP-57. 
Owens-Illinois, Dept. HL1, Ohio 
Bldg., Toledo 1. 


Surgical sprays (1EL-5)—A spray- 
on silicone that prevents skin irrita- 
tions and a sterile spray deodorant 
for use on surgical wounds have 
been developed. For additional in- 
formation write: Surgical Products 
Div., American Cyanamid Co., 
Dept. HL1, 30 Rockefeller Plaza, 
New York. 


Floor surfacer (1EL-6)—A report of 
a floor surfacer which protects 
floors from corrosion due to spilled 
chemicals, solvents, bleaches, and 
grease. Masury-Young Co., Dept. 
HL1, 76 Roland St., Boston 29. 


Structural acoustical tile (1EL-7)—A 
ceramic, glazed, structural, acous- 
tical tile permitting construction of 
load bearing walls incorporating 
acoustical control is described and 
illustrated in folder SDB-60. Write 
‘to Arketex Ceramic Corp., Dept. 
HL 1, Brazil, Ind. 


Trashpaper compresser (1EL-8)— 
Literature describing a trashpaper 
unit which compresses eight bar- 
rels of trashpaper into one. Vernon 
Tool Co., Ltd., Dept. HL1, 1101 
Meridian Ave., Alhambra, Calif. 


Rectifiers (1EL-9)—Data on a line 
of general purpose rectifiers in the 
150 to 300-kw range, 250 volts dc, 
available in single factory packaged 
units. Allis-Chalmers Mfg. Co., 
Dept. HL1, Milwaukee 1. 


Child development booklet (1EL-10) 
—This booklet is offered primarily 
for health care personnel to give 
to the mother who requires reas- 
surance or guidance about the de- 
velopment of her child. Copies of 
“The Phenomena of Early Develop- 
ment” may be obtained from—Ross 
Laboratories, Dept. HL1, Columbus 
16. 
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NOONTIME, U.S.A. The clock strikes twelve—all 
America steps out to lunch. In company cafeterias em- 
ployees have a welcome chance to relax and associate 
with other fellow members. Halsey Taylor is in this pic- 
ture—has been for years—with modern cafeteria coolers 
that speed service and provide health-safe drinking 
water. Plant and management know that whether it’s a 
cooler or a fountain, if it’s Taylor-made it’s always de- 
pendable! Halsey W. Taylor Co., Warren, Ohio. 


+s They're many different kinds of cafeteria coolers 
in the Halsey Taylor line. . . some water-cooled, 
others air-cooled, all designed for lifetime service. 

| 


ASK FOR LATEST CATALOG, SEE SWEET’S OR THE YELLOW PAGES 
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fersonnel changes 


@ Gerald B. Cole has been appointed 
assistant director of Lutheran Hos- 
pital, Brooklyn, N.Y. He holds a 
B.S. degree in business adminis- 
tration from Boston University and 
is a graduate of the University of 
Chicago program in hospital ad- 
ministration. Mr. Cole was former- 
ly administrative assistant at the 
Indiana University Medical Cen- 
ter, Indianapolis. 


@ John C. Dumas (see Edward B. 
Jones item). 


@ Robert K. Eisleben has been ap- 
pointed assistant administrator of 
the District of Columbia General 
Hospital, Wash- 
ington. He was 
formerly assist- 
ant administra- 
tor of Milwau- 
kee County 
Institutions and 
Departments, 
Milwaukee, He 
received his de- 
gree in hospital 
administration 
from the State 
University of Iowa. 


@ Edward Jones has been ap- 


pointed as executive assitant to 
Dr. E. R. McCluskey, vice chancel- 
lor for the Pitt Schools of the 
Health Professions, University of 
Pittsburgh. Mr. Jones was former- 
ly assistant administrator of Pas- 
savant Hospital, Pittsburgh. He is 
a graduate of the University of 
Pittsburgh Graduate School of 
Public Health course in hospital 
administration. 

Mr. Jones succeeds John C. Dumas 
who has been appointed superin- 
tendent of Minneapolis General 
Hospital. 


@ Gerhard A. Krembs has been ap- 
pointed administrator of Bingham- 
ton (N.Y.) City Hospital. Mr. 
Krembs was formerly administra- 
tor of Bayonne (N.J.) Hospital 
and Dispensary. He succeeds Har- 
old G. Koach. 


@ Robert Polk has been appointed 
assistant administrator and pur- 
chasing director of Immanuel Hos- 
pital, Mankato, Minn. He has been 
chief physical therapist and ad- 
ministrative assistant at the hos- 
pital. 


@ Robert E. Sleight has been named 
director of research and hospital 
consultant with 
Markus and 
Nocka, archi- 
tects and engi- 
neers for medi- 
cal facilities, 
Boston. Mr. 
Sleight was for- 
merly assistant 
administrator of 
the New Eng- 
land Center 
Hospital, Bos- 
ton. He is a graduate of the co- 
Iumbia University course in hos- 
pital administration. 


MR. SLEIGHT 


@ Leo G. Smith has been appointed 
assistant administrator of Santa 
Clara County Hospital, San Jose, 
Calif. He was formerly an ad- 
ministrative resident at San Diego 
County General Hospital and is a 
graduate of the University of Cali- 
fornia course in hospital adminis- 
tration. 


@ James A. Warden has been ap- 
pointed assistant director of the 
North Carolina 
Memorial Hos- 
pital and in- 
structor in 
hospital admin- 
istration of the 
University of 
North Carolina, 
Chapel Hill. 

Mr. Warden 
was formerly 
administrator of 
the Shenandoah 
Hospital, Roanoke, Va., and is a 
graduate of the Duke University 
Medical Center course in hospital 
administration. 


MR. WARDEN 


@ Gienn C. Williams has been ap- 
pointed administrator of the Mary 
Free Bed Guild Children’s Hos- 
pital and Orthopedic Center, Grand 
Rapids, Mich. He was formerly 
controller of Butterworth Hospital, 
Grand Rapids. 


Deaths 


Monsignor R. Marcellus Wagner, pas- 
tor of St. Lawrence’s Church, Cin- 
cinnati, died October 5 in his 69th 
year. Monsignor Wagner had been 
supervisor of hospitals for the 


Archdiocese of Cincinnati from 
1933 to 1958. He was a member of 
the board of Hospital Care Corp. 
(Blue Cross), Cincinnati, and 
served two years as board presi- 
dent. Among institutions he helped 
to establish was St. George’s Hos- 
pital, Cincinnati, begun in 1945. 


Clifton Todd Perkins, M.D., Commis- 
sioner of Mental Hygiene for the 
State of Maryland, died on Novem- 
ber 10, in Towson, Md., at the age 
of 58. Prior to coming to Maryland 
in 1950, Dr. Perkins was for 12 
years Commissioner of Mental 
Health for Massachusetts. He had 
been lecturer at Harvard and 
Johns Hopkins University Medical 
Schools, and member or fellow of 
numerous professional organiza- 
tions including the American Hos- 
pital Association. Dr. Perkins is 
survived by his wife and daughter. 


Jesse L. Bloch, M.D., business and 
community leader of San Pedro, 
Calif., died November 15. Dr. Bloch 
was a founder and former director 
and chief of staff of San Pedro 
Community Hospital. Surviving Dr. 
Bloch are his wife, Ruth, two sons, 
a sister and a brother. 


Margaret J. Heath, CRL, immediate 
past president of the American 
Association of Medical Record Li- 
brarians, died in Buffalo, N.Y., on 
November 24. Miss Heath was chief 
medical record librarian of Buffalo 
General Hospital. After serving her 
term as president, she remained 
active in the AAMRL as director 
of the executive board and pro- 
gram committee chairman for 
1960-1961. 

Ogden H. Bowers, vice president 
and trustee of the Hospital Center 
at Orange, N.J., and a civic and 
welfare leader in his community, 
died November 28 at the age of 99. 
Mr. Bowers had been a trustee of 
Orange Memorial Hospital, which 
is affiliated with the center, for 
51 years. In 1958, he was honored 
by the hospital for his 50 years of 
service, and in 1953 the center 
named him the “Man of the Year.” 
In recognition of his other civic 
endeavors, he had been named in 
1947 the “Outstanding Citizen of 
the Year” by the Chamber of Com- 
merce and Civics of the Oranges 
and Maplewood. Surviving Mr. 
Bowers are two sisters. 
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Swift's Anti-Staph program has resulted in the 
development of three notable products. Each 
has been especially formulated to decrease the 
incidence of staphylococcus infection in a spe- 
cific “danger” area in the hospital: 


ENSTAPH... A complete germicidal 
laundry soap that is 
substantive to fabrics. 

LEXARD... For pre- and post-op 


personal wash and 
scrubbing. In bar, 
liquid, and liquid con- 
centrate forms. 
HERCULES KSA... A liquid detergent con- 
centrate and powerful 
germicide to combat 


“‘staph"’ on walls,- 


floors, equipment, etc. 

Tests to help determine the anti-bacterial 

effectiveness of these products were conducted 

both by Swift laboratories and by hospital 

pathologists. Some typical findings are out- 
lined below. 


Battle bacteria on 
all hospital fronts 


Subject: ENSTAPH 
A Substantive Germicidal Laundry Soap 


The substantive quality of the germicide in Enstaph 
effectively controls staphylococcus aureus while fabrics 
are in use. Being a complete soap, Enstaph is also easy 
to use... because the germicide is built in. No extra 
formulas or additives are needed—so use costs are low. 

The findings at right indicate the anti-staphylococcal 
activity of Enstaph in the presence of organic mate- 
rials. Bacteria is inhibited under the Enstaph-washed 
cloth furnished by a hospital. Test was designed to 
parallel condition where fabric is contaminated with 
pus, blood, urine, food, etc. 


FABRIC CONTACT PLATE TEST 


CLOTH IN CLOTH WASHED IN 
UNWASHED ENSTAPH 5 TIMES 


(MIXTURE OF STAPHYLOCOCCI) 
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HOSPITAL FINDINGS—Numerous Enstaph-washed 
washcloths, diapers, sheets, gowns, etc., were subjected 
to rigorous tests, both by hospital pathologists and 
Swift scientists. Result: Excellent anti-bacterial activity. 

For full information, see us at the A.I.L. convention, 
Booth 533, or write for brochure. 


SWIFT & COMPANY 
SOAP DEPARTMENT 
4115 Packers Ave., Chicago 9, Illinois 
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EDGE 


‘utting efficiency and maximum blade per 


‘ormance has always been the surgeon's 


first consideration when choosing a surgical | 
blade. BARD-PARKER offers you a blade 
nade with the same consideration in mind 


of carbon steel of course: 


rip-Back Blades 
are now available... 


in the Puncture Proof 
Sterile Blade package that 
can be autoclaved. 


in the RACK-PACK package— 
blades pre-racked ready for 
sterilization. 


in the CONVENTIONAL pack- “(harp 


age—six of one size in a rust- 


proof wrapper. 
_ Ask your dealer 
BP) BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 
A OIVISION OF BECTON DICKINSON AND COMPANY 
B-P + RIB-BACK + IT’S SHARP « RACK-PACK are trademarks of BARD-PARKER 
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Flemming Sets Welfare Objectives 


Federal health programs in the 1960 budget will 
not be announced until the President sends his an- 
nual budget message to Congress. Some indications 
of the Department of Health, Education, and Welfare’s 
public assistance programs were given, however, by 
HEW Secretary Arthur S. Flemming in a December 
speech before the annual meeting of the American 
Public Welfare Association in Washington, D.C. 

Secretary Flemming told the public welfare group 
that his department would seek the following: 

1. A “positive” plan to provide medical care for 
OASI beneficiaries. (Details of the secretary’s new 
plan are not known, but since medical care for the 
aged has become a political issue, it may be that the 
HEW proposal to Congress this month will suggest 
direct federal aid for limited medical benefits for 
aged persons.) 

2. A new federally supported research program on 
problems that make persons dependent upon public 
assistance. 

3. Possible Social Security Act revision which 
would provide for lump welfare grants to the states 
instead of federal payment through the present four 
categories—aid to dependent children, the blind, the 
totally disabled, and the needy aged. 

4. A new program for an “independent rehabilita- 
tion service” which would provide federal grants to 
state health and welfare programs. The aim would 
be to reduce the numbers of infirm and severely 
handicapped now on public assistance rolls. 

5. Elimination of residence requirements for pub- 
lic assistance recipients. This would apply only to 
those programs financed by federal funds. 

6. New criteria for federal aid to dependent chil- 
dren which would be based on need only and not 
on the presence or absence of a father. 

Recognizing the growing importance of health care 
for the aged as a national political issue, Secretary 
Flemming has created a new position on his personal 
staff, the new office to be known as Special Assistant 
to the Secretary for the Aged. The post will be held 
by Dr. James Watt director of the National Heart 
Institute of the Public Health Service. Dr. Watt will 
act as advisor. 


Social Security System Changes Likely 


The House Committee on Ways and Means has not 
yet finished its recess hearings on revision of the 
federal tax structure. Committee chairman Wilbur 
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Mills (D-Ark.) has announced, however, that his 
committee’s agenda during the second session of the 
86th Congress will include serious consideration of 
amending the social security program. At a December 
press conference, he stated that it appeared to him 
that social security program improvements can be 
made without requiring a tax rate increase. He also 
indicated that other social security changes might 
also be made even though they would require some 


increases in existing contribution rates in order to 


keep the program on an actuarially sound basis. 

Examples cited by chairman Mills of social security 
improvements which might not require any increase 
in existing contribution rates were: 

@ Repeal of the existing requirement that a dis- 
abled individual who otherwise meets the require- 
ments of the law must be at least 50 years of age 
before he can quality for disability insurance benefits. 

® Removal of the six-month waiting period before 
benefits can be paid again in cases where the disabled 
person, who has unsuccessfully tried to return to 
work, comes back on the disability insurance rolls. 

@ Extension of the 12-month trial work period for 
persons drawing disability insurance benefits to in- 
clude all types of rehabilitation programs, rather 
than limiting such programs to those administered 
by federal or state governments. 

@ Possible changes in the insured status require- 
ments so that individuals now reaching retirement 
age or those who have already reached retirement 
age will be able to qualify for insurance benefits 
with fewer quarters of coverage than is now required 
by the existing law. 

@® Payment of monthly insurance benefits to wives 


and widows who are permanently and totally dis-. 


abled. 

@ Extension of coverage to various groups which 
have indicated a desire to be included in the insur- 
ance program. 

® Correction of minor inequities and administra- 
tive matters that have been brought to the attention 
of the committee. 

Among suggested changes the committee may want 
to consider which would require some increases in 
rates are: (1) an across-the-board increase in month- 
ly benefit payments, including modifications in mini- 
mum and maximum benefits; (2) the addition of new 
types of insurance benefits, and (3) an increase in 
widows’ benefits. 

(Continued on page 92) 
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the famous York Seal Gear 


IF you think all floor polishes are alike, 
wait till you try LEGSURE. 


It’s slip-resistant, scuff-resistant, dirt and 
water repellent. Self-polishing, it gleams 
like a new penny with or without buffing. 
Spreads evenly, dries quickly with never any 
tackiness. 


WAIT TILL YOU SEE THIS REPORT CARD 


Subjected to punishing Laboratory tests 
by York Research, LEGSURE piled up a stack 
of “Excellents” that would make a proud 
parent pop a button. 


We'll gladly send a copy of the York re- 
port so you can prove to yourself there is 
a difference in polishes. That LEGSURE 
makes your floors look better, last longer. 
That it applies easily, functions perfectly 
with only routine maintenance and Saves 
you Money in labor and materials. 


_Clip the coupon or write today. 


Walter G. LEGGE Company, Inc. 
Dept. H-1, 101 Park Ave., New York 17, N. Y. 
Branch offices in principal cities. 

In Toronto—J. W. Turner Co. 


Send me a copy of the York Report and full information on Legsuvre. 


Title 


Hearings on Drug Prices Held 


Witnesses testifying at a Senate hearing in Decem- 
ber said that both a consumers’ drug council and 
federal regulations should be established to protect 
the public from unreasonable drug costs. 

One witness, representing retired older persons, 
said that “drugs and medicines are perhaps the most 
indispensable of our needs’’. Dr. Ethel Percy Andrus, 
president of the American Association of Retired 
Persons and the National Retired Teachers Associa- 
tion, called for a consumers’ council and for federal 
legislation to end “unfair distribution practices” of 
drug manufacturers. Her associations have a com- 
bined membership of 25,000 persofis 55 years old 
or older. 

Dr. Andrus testified that a mail-order pharmacy 
established by the two groups supplied prescribed 
medications at from 25 to 40 per cent less than ordi- 
nary prescription charges. She reported ‘that one 
drug company, recently refused to continue distribu- 
tion through this pharmacy. 

The hearings were being conducted by the Senate 
Antitrust and Monopoly Subcommittee of the Senate 
Judiciary Committee. Sen. Estes Kefauver (D-Tenn.), 
subcommittee chairman, was seeking to determine 
whether Congress should act to curb drug overpricing 
practices at the manufacturers’ level. 

Seymour N. Blackman, executive secretary of 
Premo Pharmaceutical Laboratories, Inc., South 
Hackensack, N.J., said at the hearings that the 
American public is overpaying for medications by 
$750 million a year. He called for federal control 
similar to that over public utilities. 

According to Mr. Blackman, the larger drug manu- 
facturers are able to net a 30 to 40 per cent profit 
because they have a “captive” market composed of 
ill persons who must have medicine and who have 
no means of selecting a medicine other than the 
particular brand prescribed by their physician. 

Mr. Blackman urged a campaign to discourage 
physicians from prescribing products selling at ten 
times their cost. He suggested, in addition, that the 
National Institutes of Health list not only generic 
products but the costs of different brands as well. 

Several times during the hearings, hospitals were 


excluded from involvement in the drug price prac- 


tices under scrutiny. It was pointed out, however, 
that hospitals procure drugs at prices much lower 
than those charged retail pharmacists. 


— - ——4 


Federal Employees Health Program 
Moves Ahead 


Civil Service Commission officials negotiating for 
a health insurance program for two million federal 
employees by next July have completed a tentative 
working draft. 

The draft has been mailed to Blue Shield-Blue 
Cross and the various insurance companies for their 
comments. CSC spokesmen said they are very satis- 
fied with the preliminary discussion held with pro- 
spective carriers over the scope of benefits and prices. 

Several score federal employee organizations have 
notified CSC that they wish to participate in desea 
viding health care to employees. _., 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Brand mames and drug substitution 


When one brand name of a generic drug is used 
to fill a prescription for another brand name desig- 
nated by the physician, is such an act prohibited as 
substitution within the meaning of the pharmacy 
laws? A court in Detroit, Michigan has considered 
such a question. 

The Michigan State Board of Pharmacy deprived a 
pharmacist of his license for a period of seven days 
because the Board had determined that he had vio- 
lated the Michigan Public Health Law. There was no 
dispute as to the facts of the case. The physician had 
prescribed by brand name, “meticorten”. The pre- 
scription was filled with ‘prednisone’, the generic 
name for a number of brands of drugs produced by 
American drug manufacturers, of which meticorten 
is one. The two drugs were identical under chemical 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 


analysis or assay. In addition, the pharmacist had 
obtained the oral permission of the physician to 
dispense the drug by its generic name rather than by 
brand name if desired. 


DRUGS CHEMICALLY IDENTICAL 


The applicable statute provides punishment for one 
who would wilfully “substitute any item on a pre- 
scription, such substitution being shown by a chemi- 
cal analysis and/or other recognized assay . . .”. The 
Court could find no violation of this statute since the 
two drugs in question were exactly the same chemi- 
cally and by assay. Therefore, there was no substitu- 
tion of any item on the prescription within the mean- 
ing of the statute. . 

In addition, the court determined that the oral 
permission of the physician given to the pharmacist 
to dispense the drug by generic name rather by brand 
name (if assumed to be substitution) would be sub- 
stitution with the express consent of the physician 


JANUARY 1, 1960, VOL. 34 


Get this revealing report free 


“A NEW ERA 
of Personnel Productivity 


IN HOSPITALS” 


Twelve pages of illustrated case histories on 
the use of Wassell Rotor-Filing Systems show- 
ing how Hospitals have: 


¢ greatly improved record efficiency 
SAVED SPACE 

e increased productivity-per-person 
e CUT COSTS 


WASSELL ORGANIZATION, INC. 
Dept. H-1, 225 State St. West, Westport, Conn. 
Please send me your free case history book, “A New 
Era of Personnel Productivity in Hospitals” 
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-and, therefore, “would not amount to any violation 


of the law whatsoever’. The defendant pharmacist 
was, consequently, absolved of the charges. Michigan 
State Board of Pharmacy v. Casen, No. 301-799, Cir- 


Ct., County of Wayne, 1999. 


The comments of the court concerning substitution 
may not necessarily apply in other states, especially 
where the wording of the pharmacy statutes is not 
similar to that of Michigan. However, the statement 
in this opinion regarding the prior permission given 
by the physician to the pharmacist to dispense a 
generically identical drug, rather than the brand 


named item prescribed, would be expected to apply 


to the usual hospital formulary arrangement. In this 
respect, the opinion appears to constitute the first 
judical support of the hospital formulary system. 


Litigation which is expected to affect the legality of 


the formulary system is already in progress in 
another state. See HOSPITALS, J.A.H.A., August 16, 
1959, p. 97 regarding developments in Pennsylvania. 


Federal vs. State Drug Acts 


Although the Federal Food, Drug and Cosmetic Act 
does not require prescription dispensing of certain 
drugs, it is not unlawful for a state to enforce labeling 
the same drugs as dangerous and thus require that 
they be dispensed only upon prescription. So ruled 
the Pennsylvania Supreme Court in recent litigation. 
Whitehall Laboratories v. Wilbor, 28 Law Week 2155 
(Pa., 1959). | 
The opinion explained that the primary purpose of 
the federal law is to prevent misbranding and adul- 
teration of medicines. The aim of the state statutes 
is not with regard to the labeling or branding of the 
drugs, but relates to the manner in which the drug 
is sold or dispensed. The federal law does not require 


‘the sale of such a drug without prescription, but only 


permits it. The state then steps in and, exercising its 
police power, requires the sale by prescription. The 
state regulations do not interfere with the broad 


_ purpose of the Federal Food, Drug and Cosmetic Act. 
ROOM FOR BOTH STATUTES 


The Pennsylvania Court held that the federal 


statute has not so superseded or preempted the field 


of drug regulations as to preclude the state activity. 
The Federal Food, Drug and Cosmetic Act does not 
indicate such an all-encompassing congressional 
intent. 

This decision can present an awkward situation. 
If the drug has been shipped from another state, 
federal law would apparently forbid use of the 
federal prescription legend, and, if taken literally, 
would impose all the labeling requirements for over- 
the-counter drugs, including adequate directions for 
use, even though state law forbids over-the-counter 
sale. What the practical outcome will be, remains to 
be seen. 

An appeal of this case may be taken. 


Calls Physician a “Goon”: Slander? 


If a doctor is called a “goon,” in a public place, 
does he have an action for slander? Not unless he 
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can prove special, economic damages resulting from 
the accusation. So says a New York court in one of 
the lighter moments of litigation. 

The physician was seated in defendant’s restaurant 
when one of the employees, in the presence of cus- 
tomers, stated, ““We serve the finest food here and we 
do not serve a goon like you. Keep the hell out of 
here. Don’t ever come in here again.” 

The court resorted to a dictionary to ascertain the 
meaning of “goon”. It found that the word was popu- 
larized by the creator of the comic strip “Popeye”, 


' who introduced a subhuman creature called “Alice 


t . Modern usage also defines the word as 
“one hired as a slugger, bomber, incendiary or the 
like, by racketeers or outlaw unionists for terror- 
izing industry or workers.” 


The law of slander requires proof of financial harm 
caused by the false remarks, unless they fall in cer- 
tain categories of slander per se. These would include 
a charge that the object of the statement had (1) 
committed a punishable crime, (2) acquired a loath- 
some disease, or (3) an accusation dealing with the 
business, profession, office or trade of the individual 
and calculated to injure him therein. 

After careful deliberation, the court concluded 
that the objectionable language did not fit any of 
the three classes of words which are slanderous per 
se, even though the statement might induce an evil 
opinion of the doctor and cause him to suffer ridicule, 
contempt, aversion or disgrace. Therefore the physi- 
cian’s complaint was dismissed in absence of allega- 
tions of financial loss stemming from the slander. He 
could file an amended complaint, however, if he 
thought he could offer adequate proof of damages. 
Swartz v. Shine’s, Inc., 167 N. Y. S. 2d 477 (1959). 

This case should not encourage hospital personnel 
to refer to doctors as “goons’’, although it constitutes 
some precedent in New York State. Words which 
make up the category of slander per se change with 
the times. Today, calling a person a communist is 
actionable without proof of damages. This was not 
so some years ago. The word “goon” may acquire a 
criminal connotation and thus become slanderous 
per se. 


Libel of Hospital Administrator 


If a newspaper publishes an article which defames 
a hospital, may the administrator bring a libel action 
in his own name? A New York court considered this 
question, concluding unfavorably toward the hospital 
administrator. Richman v. New York Herald Tribune, 
166 N.Y.S. 2d 103 (1957). 

An item in the paper reported that the hospital 
“wrangles over the qualifications of an emergency 
patient to receive succor.” The hospital’s adminis- 
trator sued the newspaper and its columnist. In the 
complaint the administrator alleged that the writer 
composed the article wrongfully “with intent to in- 
jure the plaintiff in his profession and in his business 
known as Manhattan General Hospital.” 

For purposes of discussion, the court assumed that 
the publication was libelous. Whether it was de- 
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famatory towards the plaintiff administrator, how- 
ever, could not be assumed. There was no evidence 
that the article referred to him. He was not named 
and the author had never heard of the administra- 
tor when the story was written. These circumstances 
took the case out of the category of “libel per se” 
which would obviate the need for the plaintiff to 
show financial loss resulting from the alleged libel. 

If a statement charges a plaintiff with personal 
misconduct or imputes to him a reprehensible char- 
acter, and if such charges are likely to affect him 
in his business to the detriment of such business, 
there need be no proof of damages, said the court. 
This means the aggrieved party need but show that 
the publication libeled him, that the language used 
was false, and that it might damage him in his busi- 
ness or profession. The administrator was not named 
in the article, so the lenient rule did not apply to 
him. He was required by the court to show how the 
newspaper article damaged him personally and in 
what dollar amounts. This would be very difficult. 
Consequently, in absence of the requisite proof, the 
jury was directed to bring in a verdict in favor of 
the columnist and the newspaper. 

This opinion would indicate that defamation of a 
hospital ordinarily is not defamation of its adminis- 
trator if he is not designated in the publication. 


Income Tax on Bingo Earnings 


Hospitals which derive income from regularly con- 
ducted bingo games, or similar games of chance, 


may risk federal income taxation of such earnings. 
The Internal Revenue service has held such income 
to be taxable in a situation involving a nonprofit 
labor group. IRS Rev. Rul. 59-330, Oct. 12, 1959. 
The organization concerned maintained social and 
educational programs in its own building for the 
benefit of union members. In order to help pay for 
the expenses of maintaining the building, semi- 
weekly bingo games which were open to the general 
public were conducted. The organization enjoyed a 
tax-free status. The Internal Revenue Code and regu- 
lations pertaining to it provide that an exempt organi- 
zation is, nevertheless, subject to taxation on unre- 


lated business income. Earnings are unrelated within 


the meaning of the regulations if derived from a trade 
or business regularly carried on, and not substantially 
related to the exercise or performance of the 
organization’s charitable purposes (aside from the 
organization’s need for funds). An activity may be 
considered to be carried on regularly even if infre- 
quent or seasonal. But a business or trade which 
produces income will not subject that income to tax 
if the activity is substantially related to the purpose 
or function of the organization which constitutes the 
basis for its original tax exemption. 

Under these provisions, the Internal Revenue Serv- 
ice has ruled that conducting semiweekly bingo games 
is a business regularly carried on and also is a busi- 
ness which is patently unrelated to the basis for tax 
exemption of the organization. Hospitals conducting 
similar ventures may face a like ruling. 
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NEWS 


1959 


Rising costs of health care and. the need to provide for all segments 
of this nation’s population regardless of income were recurrent themes 
in the news of the hospital field for 1959. 

That rising costs included salaries was made especially apparent 


through union activity. 


Financial problems of prepayment plans brought about a number of 
rate increases and resulted also in public questioning of hospital economics. 

Rising health care costs drew the attention of federal and state legis- 
lators, and the possibility of government intervention increased. 

Health care became more readily available to two segments of the 
population—to the aged, mainly through the efforts of prepayment and 
insurance companies, and to federal employees, when the federal gov- 
ernment approved for them a health imsurance program on a cost- 


sharing basis. 


Following is a summary of major 1959 developments in the hospital 


and hospital allied fields: 


Professional Services 


HOSPITAL-PHYSICIAN RELATIONS 


Relations between hospitals and 
such specialists as pathologists 
and radiologists dominated the hos- 
pital-physician news during 1959. 

At the annual meeting of the 
American Hospital Association the 
subject of hospital-physician rela- 
tions was discussed at House of 
Delegates sessions and at program 
sessions. The House adopted a 
statement which said, in part, that 
“it is the right and the responsibil- 
ity of both hospitals and physi- 
cians to develop on the basis of 
local conditions and needs any 
terms of service which are fair to 
patients and which are designed 
to provide high quality care. This 
freedom for hospitals and physi- 
cians in the interest of patients is 
of fundamental importance and 
transcends proprietary ethical con- 
cepts and disputed legal doctrines.” 

A conflict between hospitals and 
specialist physicians, which had 
been smoldering for many years, 
flared up early last year when 
three radiologists at Spartanburg 
(S.C.) General Hospital filed a 
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suit in January against that hos- 
pital, claiming that the arrange- 
ment of setting fees and billing 
patients for radiological services 
represents “a corporate practice 
of medicine.” 

-In their complaint the radiolo- 
gists also protested against the 
hospital’s policy of limiting pay- 
ment to radiologists to 40 per cent 
of the surplus from the operation 
of the radiology department. In the 
case of the Spartanburg hospital 
this 40 per cent is limited by a 
state law imposing a $25,000 ceil- 
ing on the amount that may be 
paid radiologists. 

The arrangement sought by the 
radiologists in lieu of their present 
one was clearly defined in the suit 
filed: They wanted the hospital to 
be permitted to bill patients only 
for the use of its facilities and 
equipment; they wanted the right 
to charge patients directly as all 
other practitioners do; and they 
wanted to use the hospital’s facili- 
ties without being charged for 
them. 

The radiologists failed to get 
satisfaction in a lower court, but 
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they appealed to the South Caro- 
lina Supreme Court. The decision 
of that court was expected early 
this year. 


Closed Staff Suit 


In another case involving a city- 
owned Minnesota hospital, a trial 
court in March upheld the hos- 
pital’s practice of granting exclu- 
sive control of radiology to one 
staff physician while limiting ac- 
cess of other radiologists to the 
radiology department. The plain- 
tiff had brought suit demanding, 
in effect, to be allowed to practice 
his profession within the hospital 
without the restrictions which pro- 
vided that he serve as a consult- 
ant, when requested by a medical 
staff member, and that he consult 
with the hospital radiologist re- 
garding methods and dosage of 
x-ray therapy, such therapy to be 
administered only by the hospital 
radiologist. 

In Wisconsin, a controversy con- 
cerning a contract arrangement of 
a Waukesha hospital with its spe- 
cialists led the state assembly to 
ask a ruling on the matter from 
the attorney general. The attorney 
general upheld the hospital’s prac- 
tice of acting as a collecting agent 
for doctors. Subsequently, the state 
legislature amended a statute to 
state clearly that contracts be- 
tween hospitals and specialists are 
lawful. The amended statute fur- 
ther stipulated that although hos- 
pitals may bill for the services of 
specialists, such services must be 
shown in the departmental charges 
and the physician must be indi- 
cated by name on the bill rendered 
the patient. In agreement with 
the attorney general’s ruling, the 
amendment further provided that 
the relationship between hospital 
and physician must not be that of 
employer and employee; the physi- 
cian’s professional judgment must 
be free from supervision or inter- 
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NATIONAL PACKAGING AWARD 


New York, November 17,1959 -The 1959 Pack- 
aging Institute Corporate Award for outstand- 
ing advancement in applied packaging was 
presented to ETHICON, INC. during the Insti- 
tute’s 21st Annual Forum. The award was made 
for the new ETHICON Foil Suture Packet, de- 
veloped after a decade of research for use with 
. Electron Beam Sterilization. The packaging and 
Electron Beam Sterilization processes were con- 
ducted at the ETHICON laboratories in Somer- 
ville, New Jersey. 

During the development of the award-winning 


suture packet, extensive clinical evaluations 


WON ETHICON... 


were carried out in hospitals throughout the 
country. Surgeons and operating room nurses 
participated in these evaluations which were 
designed to find out how well the foil packet 
performed under standard in-use conditions. 
Evaluating surgeons and nurses agreed over- 
whelmingly that the Foil Suture Packet best fills 
the exacting needs of operating room personnel 
and meets all operating room sterility require- 
ments, Electron Beam Sterilized ETHICON 
Sutures in the new foil packet are now available 
at authorized ETHICON surgical distributors 
throughout the country. 


Charles W. Kaufman (left), President of the Packaging Institute presenting the 1959 CORPORATE 
AWARD to Howard F. Zoller, Vice-President of the Ethicon Product Development Division (right). 
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Electron beam sterilized and stored 
in formaldehyde solution— 

no change in operating room 
handling technique 
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ference by the hospital, and physi- 
cians must not be salaried. 


AMA Asserts Position 


The House of Delegates of the 
American Medical Association took 
up the problem of hospital-physi- 
cian relations at a meeting in 
December. 

After much debate, the House 
adopted a statement which made 
it clear that the AMA maintained 
its interdiction against “sales” by 
a hospital of a physician’s services 
for a fee, and that any interpreta- 
tion that a hospital could charge 
for a physician’s services because 
the practice did not exploit pa- 
tient, hospital or physician was a 
misinterpretation. 

The term “sale of services’ was 
used in a statement adopted by the 
AMA in 1951. The statement said, 
in part, “a physician should not 
dispose of his professional attain- 
ments or services to any hospital, 
corporation or lay body by what- 
ever name called or however or- 
ganized under terms or conditions 
which permit the sale of the serv- 
ices of that physician by such 
agency for a fee.” 

In 1953, another statement was 
agreed upon by the AMA jointly 
with the AHA. It said: “The right 
of an individual to develop the 
terms of his services on the basis 
of local conditions and needs is 
recognized (but) a physician shall 
not dispose of his professional at- 
tainments or services to any hos- 
pital, lay body, organization, group, 
or individual, by whatever name 
called, or however organized, 
under terms or conditions which 
permit exploitation of the patient, 
the hospital or the physician.” 

After the AHA at its August 
1959 annual meeting reaffirmed its 


- acceptance of the position agreed 


upon in 1953, a number of medical 
societies felt the need to reopen 
the issue and reassess the AMA 
position on hospital-physician re- 
lations: 12 resolutions were intro- 
duced on the matter at the AMA 
December meeting. The House then 
asserted its belief in the 1951 posi- 
tion as the one for organized 
medicine, superseding all others. 


DENTISTRY IN HOSPITALS 


Increased dentist participation in 
hospital care was urged in a paper 
read at the AHA annual meeting 
by Percy T. Phillips, D.D.S., then 
president of the American Dental 
Association. He called for expan- 
sion of the Joint Commission on 
Accreditation of Hospitals to in- 


clude equal representation for the 
dental profession. “Complete in- 
tegration must come there, at the 
summit,” he declared, “just as we 
have it now in many hospitals at 
the local level.” 

Formal action on the issue was 
taken by the American Dental As- 
sociation at its annual meeting in 
mid-September. The ADA house 
of delegates instructed the ADA 
council on hospital dental service 
to continue its efforts to secure a 
seat on the accreditation commis- 
sion for the dental association and 
to resume conferences with the 
commission in an effort to achieve 
a definite standard for all phases 
of hospital dentistry. 


OSTEOPATHY 


Certain hospitals whose staffs 
include osteopathic physicians be- 
came eligible for listing by the 
American Hospital Association as 
a result of action taken by the 
AHA Board of Trustees at the an- 
nual meeting in August. Previous- 
ly, the presence of one or more 
osteopaths on the medical staff 
barred a hospital from listing, and, 
because listing is a prerequisite to 
accreditation, from approval by the 
Joint Commission. In order to be 
listed, however, the hospital must 
be under the general supervision 
of a doctor of medicine. 

Earlier last year, the American 
Medical Association relaxed some- 
what its opposition to osteopathy 
by resolving that it would not be 
unethical for a doctor of medicine 
to teach in an osteopathic college 
provided the osteopathic school was 
in the process of being converted 
into an approved medical school 
under the supervision of the AMA 
Council on Medical Education and 
Hospitals. 

This AMA move, which came 
during the association’s annual 
meeting in June, was countered 
rapidly by the osteopaths, whose 
annual meeting took place in mid- 
July. The AOA at that meeting 
voted 95 to 22 to remain apart from 
organized medicine. Speaking of 
AMA’s intention to bring osteo- 
pathic colleges under its supervi- 
sion, George W. Northup, D.O., 
immediate past president of AOA, 
said, “This is too great a price to 
pay for acceptance.” 


MEDICAL EDUCATION 


Three studies last year under- 
scored the need for acceleration 
of medical education. They cited 
the shortage of medical schools, 
the shortage of interns and resi- 
dents to fill hospital vacancies, and 


pointed to a decreasing physician 
to population ratio unless steps are 
taken to graduate more doctors in 
future years. 

@ A report published in the Oc- 
tober 10 issue of the Journal of 
the American Medical Association 
showed that on Sept. 1, 1958, there 
was a total of 7177 unfilled intern- 
ship and residency vacancies in 
United States hospitals. Hospitals 
offering graduate training num- 
bered 1435. There was a 1 per 
cent increase in the number of 
internships offered, and a 4 per 
cent increase in approved residency 
programs. Fewer hospitals, how- 
ever, had internship programs; 
their number decreased from 867 
to 853. 

@ The second report on medical 
education came from the U.S. Sur- 
geon General’s Consultant Group 
on Medical Education. The commit- 
tee termed the present physician 
to population ratio of 141 to 100,- 
000 the “minimum essential to 
protect the health of the people.” 
To keep pace with population 
growth, the report said, 3600 more 
physicians must be graduated from 
medical schools in 1975 than are 
being graduated annually at pres- 
ent. The gradual growth in the 
number of graduates will require 
expansion of schools and facilities, 
the committee said. 

@A report on the New York 
City intern shortage was released 
by the Hospital Council of Greater 
New York. The council reported 
that approximately half of the in- 
terns and residents in New York 
City hospitals were graduates of 
foreign medical schools, whereas 
for the nation this proportion was 
about one third. 

The hospital council also found 
that hospitals affiliated with teach- 
ing institutions have little prob- 
lem in filling their vacancies with 
United States and Canadian gradu- 
ates; nonaffiliated hospitals, on the 
other hand, must rely almost solely 
on foreign trained physicians. 

Foreign Graduates Certification 

The report noted also the work 
of the Educational Council for For- 
eign Medical Graduates, and the 
position of the American Hospital 
Association on the certification of 
foreign graduates by the council. 
The sponsoring agencies of the 
council had stated that they ex- 
pected all foreign graduates serv- 
ing in the United States hospitals 
to be certified by July 1, 1960, and 
the AHA said it would take certifi- 
cation of house staffs into consider- 
ation when approving hospitals for 
listing. 
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Nursing and Nursing Education 


The accreditation of hospital 
schools of nursing provided ma- 
terial for debate at the annual 
meetings of the American Hospital 
Association and the Council of 
Member Agencies of the National 
League for Nursing. 

In May, the NLN group recom- 
mended establishment of a joint 
committee with the AHA, stipulat- 
- ing, however, that that committee 
_ have only advisory capacity and be 
contained within the NLN organi- 
zation. An earlier statement devel- 
oped jointly by the AHA and the 
NLN provided for a policy com- 
mittee. 

. The AHA House acted on this 
issue at its annual meeting in Au- 


gst. It accepted the NLN position 
with certain stipulations, designed 
basically to speed up action. 
Late in November, NLN an- 
nounced the appointment of an 
advisory committee on the accred- 
itation of hospital schools of nurs- 
ing, with equal representation from 
the AHA and the NLN—seven 
representatives from each organi- 
zation. The announcement said the 
committee will advise the NLN on 
means of simplifying procedures 
and stabilizing financing of the 
League’s accreditation program. 


Practical Nursing 


Data supplied by the U.S. Office 
of Education indicated that the 


supply of practical nurses could 
be expected to rise, since enroll- 
ments in training programs for 
1958 showed a 30 per cent increase 
over 1957—40,000 total enrollments 
compared to 30,000. 

The Office of Education also re- 
ported on trends in practical nurse 
curriculums. They included em- 
phasis on 12-month training pro- 
grams; more patient-centered 
teaching; pretesting of applicants, 
and shorter studies for employed 
nurses. 

Practical as weil as professional 
nurse training received financial 
aid from the federal government in 
legislation enacted during last 
year. (See Legislation.) . 


Pharmacy 


Hospitals and drug makers faced 
two major issues last year. One of 
them, the dispensing of drugs un- 
der generic rather than brand 
name, came to the fore in a dispute 
between the Hahnemann Medical 
College and Hospital of Philadel- 
phia and the Pennsylvania State 
Board of Pharmacy. The second 
controversy involved the concern 
of the pharmaceutical industry 
over the dispensing of drugs by 
hospitals to outpatients. 

@ The Hahnemann Hospital is- 
sue reached a climax last June, 


approximately a year after the in- 
cident which gave rise to the con- 
troversy took place. A drug manu- 
facturer claimed that in June 1958 
the chief pharmacist of the hos- 
pital substituted another drug for 
a prescribed brand-name product. 
The manufacturer’s complaint re- 
sulted in suspension of the chief 
pharmacist’s license by the state 
board of pharmacy in June 1959 
and a refusal to issue a pharmacy 
license to the hospital so long as 
the pharmacist remained on the 
staff. The hospital filed an appeal 


and, as a result, received its license 
and obtained a suspension of the 
pharmacy board’s action with re- 
spect to the pharmacist. 

@® The matter of drug dispensing 
to outpatients received attention 
from the American Pharmaceutical 
Association. The association’s 
house of delegates expressed its 
disapproval of this hospital prac- 
tice by resolving to “request the 
American College of Hospital Ad- 
ministrators to inform its members 
of this unfair competition and re- 
quest their cooperation in elimi- 
nating such practices.” bal 


Blue Cross and Prepayment 


Interpretation of costs to the 
public was a major challenge in 
1959 for both hospitals and their 
prepayment partners. Petitions by 
Blue Cross Plans for higher rates 
gave rise to criticism and doubt 
on the part of the public that these 
increases were necessary. 

Overutilization was blamed by 
many for the cost problem, although 
in most cases little or no proof 
could be found that overutilization 
was a major factor in the Plans’ 
financial difficulties. The chief ex- 
planation were rising hospital costs. 
Consequently, hospitals found 
themselves called upon to explain 
their costs. 

The board structure of Blue 
Cross Plans was also criticized 
frequently, especially by labor 
groups. 

Some of the other challenges 


facing Blue Cross during the year 
were: 

@ The need for wider benefits. 

® The need for improved cover- 
age of the aged. 

® The need for upward adjust- 
ment of hospital reimbursement 
rates. 

@ The need to experiment with 
coverage to determine (a) the 
most economical arrangements, (b) 
benefits that would most appeal 
to the public, and (c) coverage 
that would assure optimum utili- 
zation. | 

While the individual Plans sought 
solutions to their problems, over- 
all changes in the structure of the 
system were being suggested by 
some Blue Cross officials. 


Suggest National Agency 
In a much publicized speech 


given at the annual AHA meeting 
in August, John R. Mannix, execu- 
tive vice president of Blue Cross of 
Northeast Ohio, proposed the estab- 
lishment of a federally chartered 
“American Blue Cross” which 
would provide for a complete pro- 
gram of voluntary health services. 
Mr. Mannix described the agency 
he proposed as a voluntary, nation- 
wide organization, sponsored by 
hospitals, medicine and dentistry. 
He urged the American Hospital 
Association to take leadership in 
organizing such a system. 

A somewhat similar proposal 
came in October from Basil C. 
MacLean, M.D., then president of 
the Blue Cross Association. Dr. 
MacLean recommended that a 
single national Blue Cross agency 
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patient. This low cost.recovery room wheel 
stretcher combines all the important fea- 
tures of the standard wheel stretcher with 
those requirements so necessary in new, 
hospital recovery rooms. It is equipped with 
two swivel fork locks, two brakes, blanket 
shelf and conductive rubber tires. Side rails 
can be raised to two positions or lowered 
entirely out of the way. The intravenous 
attachment has sockets on each side of the 
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be established to “perform all of 


“~~ those research, planning, promo- 


tional and operational functions 
that no one Plan can conduct 
alone.” This was necessary, he 
said, for reasons of “efficiency and 
best use of available personnel 
and funds.” The functions of this 
agency, under the proposal, would 
include policy-making, national 
underwriting, promotion, and prob- 
ably enforcement of standards for 
approval. Dr. MacLean urged that 
this national agency include repre- 
sentation from “the major seg- 
ments of national public interest, 
including the buyers of protection 
and government as well as the 
providers of hospital services...” 


The problems of Blue Cross 
Plans generally came into the 
limelight after a request for a 
rate increase was filed with a state 
insurance department. The state 
insurance commissioner, in a num- 
ber of cases, held public hearings 
at which testmony for and against 
the Blue Cross proposal was heard. 
In addition to the Plans’ executives 
and hospital representatives, labor 
representatives usually testified. 

Invariably, union officials took 
such occasions to criticize the op- 
erations of Blue Cross and hospi- 
tals and to demand stronger repre- 
sentation for labor on hospital and 
Blue Cross boards. 

In spite of the public’s general 
questioning of rates and of the 
opposition encountered at public 
hearings, 27 Plans increased rates 


on their most widely-held certifi- | 


cates during 1959. The average in- 
crease amounted to approximately 
26 per cent. 


ADMISSION TRENDS 


The Blue Cross Commission kept 
close check on admission trends 
during the year. For the first nine 
months of 1959 it reported that the 
rate was 141 inpatients per 1000 
subscribers, the same as the com- 
parable 1958 period. There was, 
however, a slight increase in the 
length of stay: up to 7.58 days 
from 7.52. A small increase in the 
days of care provided per 1000 
members was also reported. The 
average for the 83 Plans was 1050, 
compared to 1048 in the first nine 
months of 1958. Enrollment at the 
end of the third quarter rose to 
56,458,481, from 55,099,061 in Sep- 
tember 1958. 


COVERAGE TRENDS 
During 1959, eight Plans in- 
creased benefits on their most 
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widely held contracts, making 
available additional days of care, 
widening the range of benefits cov- 


ered, increasing outpatient cover- 


age, especially to cover diagonstic 
services, and adding visiting nurse 
care for subscribers 65 years old 
and older. Some Plans experi- 
mented by offering lower-cost de- 
ductible agreements or cooperative 
payment programs (co-insurance). 

The changes made by Pennsyl- 
vania Plans and supported strong- 
ly by that state’s insurance com- 
missioner, were typical of attempts 
to reduce utilization through added 
benefits. These were outpatient 
diagnostic coverage, and visiting 
nurse service in lieu of unused 
hospital benefit days. 

In an effort to achieve optimum 
utilization, the Blue Cross Com- 
mission began in December a study 
of methods used toward that goal 
by the providers of services (hos- 
pitals, physicians) and by the 
Plans. The objectives of the study 
were (1) to collect and exchange 
information, so that all Plans 
could be apprised of what is being 
done, and (2) to evaluate the ef- 
fectiveness of the various methods 
in use and their applicability to 
general use. 

At the outset, only a selected 
group of six Plans were contacted. 
The commission intended to ask 
participation of all the Plans after 
the sample survey was completed. 

Great strides were made by Blue 
Cross in improving coverage of 
the aged. In September, 12 Plans 
reported they were offering special 


certificates for persons over 65 and 
eight permitted initial enrollment 
regardless of age. In December, 
special certificates were available 
from 17 Plans, and nongroup ini- 
tial enrollment was open in 14 
Plans. (See Health Care of the 


Aged.) 
FEES 


The changes in Blue Cross cov- 
erage were often made in coopera- 
tion with Blue Shield, particularly 
since the general trend in Blue 
Shield coverage was also toward 
a wider range of benefits. 

Medical fees, although not spot- 
lighted at public hearings, also 
came under severe criticism by the 
general public, by labor and by in- 
dustrial management. Medical costs 
caused much concern for federal 
legislators, as reflected in congres- 
sional hearings. 

In December 1958, the House of 
Delegates of the American Medical 
Association approved in principle 
the conduct of relative value stud- 
ies by each state medical associa- | 
tion. On recommendation from the 
national association, 15 state medi- 
cal associations in 1959 considered 
the adoption of the study, based 
on the study originally developed 
by the California Medical Associa- 
tion. In addition, some states and 
communities conducted surveys 
based on their own forms. In a 
number of cases, the relative value 
studies were used by medical 
groups in negotiating fee schedules 
with purchasers of medical serv- 
ices, such as unions and govern- 
ments, and with Blue Shield. . 


Legislation 


Faced with the administration’s 
determination to balance the budg- 
et, the 86th Congress during its 
1959 session demonstrated unex- 
pected achievement in federal 
health and hospital programs. It 
voted funds either equal to or 
higher than the 1959 appropriations 
for a number of programs. In ad- 
dition, it enacted two major bills 
entailing large federal expendi- 
tures. These were the law pro- 
viding a health and. hospitalization 
insurance program for federal em- 


_ployees and a new housing law 


providing funds for hospital-re- 
lated projects. 

The 1959 session was character- 
ized by an increasing awareness 
in the House and Senate of the 
rising costs of hospital and medical 
care. Congressional concern over 
price inflation in federal health 


care programs showed up in near- 
ly every committee hearing on 
federal health legislation. The is- 
sue was particularly sharp in the 
House Ways and Means Committee 
during its hearings on the Forand 
Bill in July. 

The bill, first introduced by Rep. 
Aime J. Forand (D-R.L.) in 1957, 
was reintroduced at this session. 
It represents an amendment to the 
Social Security Act which would 
provide for the purchase by the 
federal government of certain 
health care services for social se- 
curity beneficiaries. Under the bill’s 
terms, the government would con- 
tract for the services of hospitals, 
nursing homes, physicians and den- 
tists. The strongest argument in 
favor of this legislation has been 
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that it would previde a method 
for satisfying the health care needs 
of the aged. 

Generally considered by medical 
and allied groups as a trend toward 
socialized medicine, the Forand 
Bill was opposed unanimously at 
the hearings by the national hos- 
pital, medical and dental associa- 
tions and allied organizations. Even 
the testimony of Arthur S. Flem- 
ming, Secretary of Health, Educa- 
tion, and Welfare was unfavorable 
to the legislation. Labor groups, 
however, were generally agreed in 
support of the measure. 

Frank S. Groner, who in August 
became president-elect of the AHA, 
gave testimony at the July hear- 
ings which made these three major 
points: “ 

1. Under provisions of the For- 
and Bill, the government as a 
purchaser of so much hospital care 
would exert the power of the purse 
in ways detrimental to the patients’ 
interest. 

2. The measure, if enacted, might 
lead to overutilization of hospitals. 

3. The acceptance of compulsory 
health insurance for one group of 
the population would foster its 
extension to other groups, then 
to the whole population. 

After the hearings, the Forand 
Bill was shelved pending further 
investigation, but it did not by 
any means disappear from discus- 
sions of future health care, and 
the care of the aged in particular. 
(See Health Care of the Aged.) 

Other matters of concern to the 
health field that occupied the 86th 
Congress in its 1959 session are 
summarized in the following brief 
review: 

Hill-Burton—Federal funds total- 
ing $186.2 million were voted for 
fiscal year 1960 hospital construc- 
tion. This is identical to the sum 
appropriated the year before. Of 
the 1960 appropriation, $150 mil- 
lion was allocated for the basic 
Hill-Burton program, and $35 mil- 
lion for diagnostic and treatment 
centers, rehabilitation facilities, 
nursing homes, and chronic disease 
hospitals. A sum of $1.2 million 
was voted for hospital research. 

Health Insurance for Federal Employees 
—Congress enacted a new volun- 
tary health insurance program for 
two million federal employees and 
their families. Authors of the law 
believe it will set an example for 
the further development of volun- 
tary health insurance throughout 
the country. The law offers a wide 


- range of benefits and gives the 


U.S. Civil Service Commission au- 
thority to arrange for specific plans 


with Blue Cross-Blue Shield and 
the insurance companies. A 50-50 
sharing of premium costs by the 
federal government and its em- 
ployees is provided. 

New Housing Lew—After a two- 
year delay, a housing law was 
finally enacted. It contains three 
programs important to hospitals. 
One increases by $25 million the 
federal low-cost loan money avail- 
able for the construction of dormi- 
tories to house student nurses and 
interns training at hospitals. A 
second program provides mortgage 
insurance for the construction of 
new nursing homes and the re- 
habilitation of older cnes. Some 
community hospitals may also 
benefit from the third program, 
authorizing mortgage insurance 
and federal loans to construct 
housing for elderly persons. 

Professional Nurse Traineeships— 
Congress extended for another five 
years the program of federal finan- 
cial aid to graduate professional 
nurses training for administrative, 
supervisory, and teaching posts. 
The program is being reorganized 
to meet specifically the “pressing” 
needs of hospitals. More of the 
money will be used to finance 
short-term study (as opposed to 
long-term studies for academic de- 
grees) than has been true hereto- 
fore. The traineeship program was 


voted $6 million for fiscal 1960. 
Practical Nurse Training—Congress 
also voted another $4 million for 
the training of practical nurses 
during fiscal year 1960, the same 
sum as the 1959 appropriation. 
Medicare—In contrast to the 1958 
Congressional session, when House 
Appropriations Committee mem- 
bers complained of high Medicare 
costs, this year’s Congress approved 
$88.8 million for 1960 operations 
of Medicare with little argument 
or debate. It was generally under- 
stood that the $88.8 million, an 
increase of $14.8 million in one 
year, was needed because of Medi- 
care’s general expenses in the face 
of rising health care costs. 
Staphylococcal Control—U.S. Public 
Health Service programs on com- 
municable diseases in fiscal 1960 
were voted a total of $8 million by 
Congress, $1.1 million more than 
the year before. The increased 
funds are intended to augment the 
study of staphylococcal infections. 
Medical Research—Congress ap- 
proved a 36 per cent increase in 
federal funds for medical research 
in the next fiscal year. The total 
sum, a record-breaking $400 mil- 
lion, will be divided among the 
eight National Institutes of Health. 
Part of the new NIH money will 
be awarded for research in hos- 
pitals. 


Health Care of the Aged 


Probably no segment of the na- 
tion’s population has received more 
attention in a single year from 
those concerned with health care 
than did the aged in 1959. 

Three major facts were consist- 
ently noted in all the hearings and 
conferences as the bases of the 
problem: the average age of the 
population is rising and the ratio 
of the aged increasing sharply; 
older people require more health 
care than the younger; older peo- 
ple have less adequate financial 
means to pay for health services. 

A study made by the Health In- 
formation Foundation in coopera- 
tion with the National Opinion 
Research Center of the University 
of Chicago substantiated these facts 


with the following findings: 


@ Among persons 65 and over, 
approximately 85 per cent had 
some health complaint or illness 
within the four weeks prior to the 
survey. 

@ Visits to doctors among that 
age group averaged 7.6 a year— 


approximately two visits more 
than the over-all average for the 
nation. 

Throughout the year, the federal 
and state governments, health, 
medical and labor groups struggled 
with these questions: 

Should the federal government 
take over the health care of the 
aged and to what degree? 

What can be done on the state 
and community level? 

Can insurance companies and 
voluntary prepayment plans pro- 
vide adequate coverage for the aged 
at low cost without jeopardizing 
their financial position? 

What can hospitals and the med- 
ical profession do to make health 
care more easily available to the 
aged? 

The possibility that federal legis- 
lation might be enacted (See Leg- 
islation) continued to worry the 
groups opposed to such a measure. 

A number of concrete measures 
were taken during the year to im- 
prove the care of the aged. These 
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included: 

® Federal funds to aid new con- 
struction and rehabilitation of 
housing for the elderly were made 
available in a new housing law 
enacted in September. (See Legis- 
lation. ) 

® Both insurance companies and 
prepayment plans introduced pro- 
grams permitting uninterrupted 
coverage after retirement and new 
enrollment after retirement, re- 
gardless of age. 

The Health Insurance Associa- 
tion of America, representing com- 
panies which write 80 per cent of 
health insurance in this country, 
made recommendations in January 
designed to promote the spread of 
hospital, medical and surgical in- 
surance among the aged. A num- 
ber of prepayment plans during 
1959 introduced programs designed 
for the aged. (See Blue Cross and 
Prepayment. ) 


National Joint Council Meets 


The Joint Council to Improve 
the Health Care of the Aged, com- 
posed of representatives of the 
American Hospital Association, 
American Medical Association, 
American Dental Association, and 
American Nursing Home Associa- 
tion, began work early in the year, 
and held its first national con- 
ference in mid-June, in Washing- 
ton, D.C. 


Government Developments 


On the federal and state govern- 
ment level, aside from debate on 
the Forand Bill there were two 
major developments. These were: 

1. President Eisenhower signed 
into law in June a bill which made 
available federal aid of up to $15,- 
000 for each state, for use in prep- 
aration for the White House Con- 
ference on the Aging, set for 
January 1961. A national advisory 
committee for the conference was 
named in June by Arthur S. Flem- 
ming, Secretary of Health, Educa- 
tion, and Welfare. 

2. A Senate subcommittee on 
the aged and aging was established 
under the>chairmanship of Sen. 
Patrick V. McNamara (D-Mich.) 
and $85,000 was appropriated to 
finance the committee’s activities. 

Senator McNamara’s committee 
held hearings in Washington dur- 
ing the summer, then moved be- 
ginning in October to a number of 
cities for regional hearings. 

Speaking before the subcommit- 
tee in mid-June, Sen. Joseph Clark 
(D-Pa.) said he believed that “‘vol- 
untary health plans were either 
pricing themselves out of the mar- 


ket or going into bankruptcy.” La- 
bor groups continued to support 
the social security mechanism as 
means of providing health insur- 
ance for the aged. An AFL-CIO 
spokesman testified that “under a 
federal program, such as proposed 
in the Forand Bill, aged persons 
would not have to make any pay- 
ments toward health insurance.” 
Looking at the broad aspects of 
the problem, the subcommittee 
covered seven major subjects dur- 
ing its late July hearings: Housing 
needs of the elderly; job discrimi- 
nation against older workers; fi- 
nancing of medical care for the 
aged; conditions of nursing homes; 
measures to prevent physical and 
mental health deterioration; need 
of adequate income after retire- 
ment, and ensuring a productive, 
meaningful life for the retired. 


AHA Testifies 


The AHA testified before the 
Senate subcommittee in mid- 
August. In its testimony, AHA 
maintained that the support of 
voluntary health insurance by the 
working population must be en- 
couraged, and that no program 
which would harm such insurance 
would provide a satisfactory an- 
swer. The testimony admitted also 
that voluntary insurers face great 
difficulties in meeting the problem 
of providing coverage for the aged 
and that federal government will 
have to participate in the financing 
of such coverage to the extent 
needed for a satisfactory solution. 


Regional Meetings End 


Senator McNamara’s subcom- 
mittee completed its regional hear- 
ings in December, and at that time 


_ the senator gave some indications 


as to the committee’s findings. De- 
spite an increase in the number of 
persons over 65 covered by vol- 
untary health insurance, a large 
majority of older people do not 
have insurance necessary to ob- 
tain health services readily and at 
a reasonable cost, he said. Also, 
since 9 out of 10 employed persons 
are covered by social security, 
most older people could in time 
through such a mechanism acquire 
paid-up insurance for health serv- 
ices. 

HEW Secretary Flemming ad- 
mitted in December that his de- 
partment had not found a satis- 
factory substitute for the Forand 
Bill and that it would be recon- 
sidering its opposition to the use 


/ of. social security mechanism as 


means of providing health care for 
the aged. 
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Personnel and Labor Relations 


During 1959 it became quite ap- 
parent to hospital management 
that rapid steps toward further 
improvement of personnel prac- 
tices were necessary to counter 
large-scale union activity in the 
hospital field. 

Low salaries represented the 
unions’ strongest weapon in mem- 


bership drives, while at the same 


time rising costs of operation found 
hospitals ill-equipped financially 
to remedy this aspect of personnel 
problems. 

The conflict between unions and 
hospitals was nowhere more pro- 
nounced and dramatically illus- 
trated than in New York City. The 
beginning of the year found Monte- 
fiore Hospital with a new contract, 
signed after a strike threat by 
Local 1199, Retail Drug Employees 
Union. In the months following, a 
number of other labor unions 
joined in a full-scale campaign in 
the city’s hospitals. These were 
Teamsters Local 237, American 
Federation of State, County, and 
Municipal Employees Local 302, 


and Hotel and Allied Service Em- 
ployees Local 144. 


Strikes Called in Two Cities 


A strike against seven New York 
hospitals was called by Local 1199 
in May and ended after 46 days. 
New York’s Mayor Robert F. Wag- 
ner stepped into the picture even 
before the strike began and par- 
ticipated in many of the confer- 
ences held to find a strike settle- 
ment. A committee appointed by 
the mayor finally came up with 
a proposal, which, after some 
changes, was accepted by the hos- 
pitals, as represented by the Great- 
er New York Hospital Association, 
and by the labor representatives. 
The agreement raised wages to a 
minimum of $1 an hour, established 
a 40-hour work week and set up a 
grievance procedure. 

The New York strike ran its 
course despite legal procedures 
—such as restraining orders and 
antistrike injunctions. The union 
ignored the courts’ orders. Union 
representatives were eventually 
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punished by fines and imprison- 
ment, but the hospitals did not 
choose to have punishment im- 
posed. 

Another strike occurred in Chi- 
cago. It began on August 27, 
against two hospitals, and con- 
tinued through December. The 
union involved was Local 1657, 
AFL-CIO, American Federation of 
State, County, and Municipal Em- 
ployees. That union was joined in 
its organizational efforts in Chicago 
hospitals by two others— a team- 
sters local and a building service 
employees local. The teamsters 
pledged financial, legal and moral 
aid to the striking local. 


Buffalo Situation Tense 


Another major organizational 
campaign was launched in Buffalo, 
N.Y., in April, and the situation 
remained tense for the remainder 
of the year. .The conflict involved 
11 hospitals and the Hospital and 
Nursin®? Home Organizing Com- 
mittee of AFL-CIO. The hospitals’ 
offer of a $1 an hour minimum 
wage, a 40-hour regular work 
week and establishment of a griev- 
ance procedure was turned down, 
while the union continued to press 
for a bona fide contract. Only one 
of the hospitals recognized the 
union and signed a contract. The 
remainder, as in the case of New 
York hospitals, refused to accept 
the union as the bargaining agent 
for their employees. 

Other conflicts between unions 
and hospitals were in Baltimore, 
Rochester, N.Y., Kansas City, Mo., 
Philadelphia, and in Dade County, 
Fla. 

In Baltimore, the union ceased 
its campaign after four months, 
giving as its reasons the fact that 
organizational activities had suc- 
ceeded in forcing hospitals to im- 
prove the working conditions and 
that, in view of the hospitals’ non- 
recognition stand, the only re- 
maining alternative was to strike, 
which action the union wanted to 
avoid. The minimum wage had 
been increased from 50 cents to 75 
cents per hour. 

In Florida, where a teamsters 
local was active, a state law was 
enacted in June forbidding strikes 
by public employees. The Florida 
attorney general interpreted this 
law as prohibiting municipal em- 
ployees from even becoming mem- 
bers of a union which grants its 
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membership the right to strike. 
Hospitals Remain Firm 


Throughout the country, most 
hospitals remained firm in their 
stand against union recognition. 

In May, the Board of Trustees 
of the American Hospital Associa- 
tion approved a statement con- 
cerning collective bargaining in 
hospitals. The statement reaffirmed 
the AHA position that voluntary 
nonprofit hospitals should continue 
to be exempt from the Taft-Hart- 
ley Act; it expressed the Associa- 
tion’s belief that hospitals should 
be exempt from all legislative acts 
requiring compulsory bargaining 
of hospitals, and it emphasized the 
importance of a strong and posi- 
tive personne] policy in hospitals, 
providing for compensation and 
working conditions “at least at 
levels prevailing for equivalent 
work in the community.” 


Salaries Up 13 Per Cent 


At year-end, the AHA reported 
(Continued on page 114) 


Association section 
(Continued from page 58) 


be maintained by the hospital on 
all patients and shall be available 
for reference. 

7. Registered nurse supervision 
and such other nursing service as 
is necessary to provide patient care 
around the clock shall be available 
at the hospital. 

8. The hospital shall offer serv- 
ices more intensive than those re- 
quired merely for room, board, 
personal services, and general 
nursing care. 

9. Minimal surgical or obstetri- 
cal facilities (including operating 
or delivery room), or relatively 
complete diagnostic facilities and 
treatment facilities for medical pa- 
tients, shall be available at the 
hospital. 

10. Diagnostic x-ray services 
shall be regularly and conveniently 
available. 

11. Clinical laboratory services 
shall be regularly and conveniently 
available. 

The American Hospital Associa- 
tion may, at the sole discretion of 
its Board of Trustees, grant, deny 
or withdraw the listing of any hos- 
pital. 
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that salaries in hospitals through- 
out the country have been in- 
creased by a tremendous amount, 
not only where the union threat 
was most acute, but also in many 
other areas. In New York City 
alone, the increase to $1 per hour 
cost the hospitals an aggregate of 
$14,517,225 for the year. The 
AHA estimated that the over- 


all wage increase for the country 
will amount to 13 per cent over 
1958. Grievance procedures have 
also been introduced in many hos- 
pitals, thus eliminating another 
favorite union weapon. 

At year end, 152 union contracts 
and 117 nursing contracts were in 
existence in United States hospi- 
tals, according to the AHA. 


Planning and Research 


The key role of hospitals in 
planning health care for the whole 
community was emphasized at 
many hospital organization meet- 
ings in 1959. Cooperation among 
the various groups involved in 
such planning—hospitals, physi- 
cians, the public, government— 
also received frequent mention. 
This cooperation was also urged 
to help control hospital costs and 
unnecessary admissions. 

The problem of achieving opti- 
mum occupancy through judicious 
planning of construction and ex- 
pansion was also studied, and the 
importance of cooperation among 
all hospitals in a community toward 
that purpose was stressed at meet- 
ings and proved in research find- 
ings. 

Hospitals were also frequently 
told to improve their efficiency if 
they were to avoid government 
controls. Russell A. Nelson, M.D., 
president of the American Hospi- 
tal Association, said at a regional 
meeting in April that to avoid gov- 
ernment intervention, hospitals 
must impose their own controls and 
supervise their activities through 
state hospital groups. 

@ In Pennsylvania, a joint effort of 
medical and hospital groups and 
Blue Cross to ensure proper and 
effective utilization of hospital beds 
and services resulted in the publi- 
cation of a “Guide to the Establish- 
ment and Functioning of a Medical 
Staff Utilization Committee.” Pub- 
lication of the guide was sponsored 
by four county medical societies, 
the Hospital Council of Western 
Pennsylvania, and the Blue Cross 
Plan covering the area. 

e A program launched last year in 
Southern California was designed 
to establish a standard system for 
setting hospital charges and to help 
the patient understand hospital 
bills. 

The program is based on “guid- 
ing principles” adopted by the 


Hospital Council of Southern Cali- 
fornia and its eight area councils. 
The guiding principles do not es- 
tablish prices or guarantee that all 
hospitals will charge the same 
prices. Under the program, each 
participating hospital develops its 
own schedule of charges, based on 
local costs. It must adhere to that 
schedule and display it at the front 
desk, where anyone may examine 
it. 

The council’s principles, or code, 
incorporate specific composition of 
basic charges, divided into eight 
categories, such as Daily Hospital 
Service, Pharmacy, and Central 
Service. 


Utilization Studies 


One of the surveys of hospital 
utilization was conducted by the 
Citizens Hospital Study Committee 
of Cleveland. The committee was 
organized in 1955 to study hospital 
costs, hospital usage, and the ef- 
fects of Blue Cross on hospital 
costs and usage. Among the find- 
ings of the survey: 

@® Women in labor sometimes 
travel 25 miles or more to a hos- 
pital, bypassing other first-rate 
hospitals on the way. 

® Most nearby residents go to 
other hospitals that may be lo- 
cated some distance away. 

® Most hospitals draw more than 
half of their patients from other 
hospitals’ immediate service areas. 

Other survey findings released 
by the Cleveland committee last 
year indicated that— 

e@ Income has little or no effect 
on the use of medical and surgical 
care provided in hospitals. 

@ Hospital occupancy is affected 
by: differences in hospital sizes; 
administrative policies; admission 
practices; staff procedures, and 
design of hospital buildings. 

@ Small hospitals have low oc- 
cupancy because of limited flexi- 
bility, but hospitals of optimum 
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size—neither very small nor very 
large—are preferable for efficiency, 
economy and effectiveness. 

Study findings released by the 
Hospital Council of Greater New 
York pointed up these metropoli- 
tan area problems: 

@ The existing staff appointment 
practices hinder effective hospital 
planning, because they foster dup- 
lication of services. 

@® Insured persons often do not 
make use of their coverage, choos- 
ing instead care in hospital wards 
or in municipal hospitals. 

Government Studies 
On the government level, a spe- 
cial research paper analyzing the 
costs of medical and hospital care 
was released in November. Pre- 
pared as part of the Senate-House 
Economic Committee’s continuing 
study, it indicated the need for 
federal aid in the construction of 
hospitals, health centers, medical 
schools, and in social health insur- 
ance to meet the needs of the aged. 

A year-long study by the De- 
partment of Health, Education and 
Welfare showed that persons with 
health insurance use hospital facil- 
ities far more than those without 
insurance protection. The unin- 


sured, however, remain in the hos- 


pital 3.7 days longer. 


Surveys Launched 


Surveys launched during 1959 
covered the following topics: 

®@ Hospital and medical econom- 
ics (University of Michigan). 

® Hospital and medical resources 
(New York State government). 

® Cost-cutting measures for 
hospitals and care improvements 
(Commission appointed by mayor 
of New York City). 

® Use of scientific industrial 
management methods in hospitals 
(Hospital Council of Western 
Pennsylvania) 

® Nonmedical nd medical fac- 
tors leading to hospi 
(Health Information Foundation) ® 


Hospital association meetings 
(Continued from page 6) 


27-29 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 

27-29 Midwest Hospital Association, Kansas 
City (Municipal Auditorium) 

28-29 Iowa Hospital Association, Cedar 
Rapids (Hotel Roosevelt) 


MAY 


2-4 Tri-State Hospital Assembly, Chicago 
(Palmer House) 


2-6 American Nurses’ Association, Miami 
Beach (Miami Beach Hall) 

2-11 Pan American Medical Association, 
35th Anniversary Congress, Mexiéo 
City (National Auditorium) 

3-6 Occupational Therapists, Chicago 
(AHA Headquarters) 

3-6 Southeastern Hospital Conference, 
Miami Beach (Deauville Hotel) 

4-6 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

9-12 Texas Hospital Association, Dallas 
(Statler Hilton Hotel) 

9-13 American Psychiatric Association, At- 
lantic City (Convention Hall) 

9-13 Dietary Department Administration, 
Washington, D.C. (Willard Hotel) 

11-13 Upper Midwest Hospital Conference, 
Minneapolis (Auditorium) 

12 Massachusetts Hospital Association, 
Boston (Hotel Statler-Hilton) 
16-18 American National Red Cross, Kansas 


City 

16-18 Hospital Law, Washington, D.C. (Wil- 
lard Hotel) 

16-18 Patterns and Principles for Auxiliary 
Leaders, Chicago (AHA Headquarters) 

16-19 Hospital Dental Service, Atlanta 
(Henry Grady Hotel) 

23-26 Evening & Night Nursing Service Ad- 
ministration, Seattle (New Washing- 
ton Hotel) 

26-27 Tennessee Hospital Association, Mem- 
phis (Peabody Hotel) 

30-June 2 Catholic Hospital Association, 
Milwaukee (Auditorium) 


JUNE 


6-10 Food Purchasing. Chicago (AHA 
Headquarters) 

7-8 Maine Hospital Association, Rockland 
(Samoset Hotel) 


¥ 


Write to have a Bureau officer d 


make a preliminary study of ye 
your fund-raising potential 


and a cost estimate. 


American, City ‘Bureau 


3520 Prudential Plaza, Chicago 1, Illinois 
New York & West Coast Representatives 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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records prove we can help y you 


RAISE MAXIMUM FUNDS 
AT MINIMUM COST 


& 


Halpert-Weauer 


HALPERT-WEAVER NECROPSY TABLES were designed 
by a pathologist for use by pathologists. They ore 
essentially trays with three-inch ledges and sloping 
bottoms with one and one-half inch pitch. The body 

rests on six removable stainless steel slats of graded 
height which permit water to flow under the body. 

The seamless stainless stee! construction simplifies clean- 

ing and maintenance. The rounded pedestal on models 

100, 200, 300 and 400 contains electric and water 

connections and simplifies installation. Electrical ovt- 

lets cre moisture protected. 


Concealed piping provides water to the rinsing header 
and spray nozzle. The rinse ond suction hoses extend 
the full length of the table. Hot ond cold woter ovt- 
lets with mixer provide water for the sink at the foot 
of the table. The sink hos a lever handle drain with 
connected overfiow. A stainless steel instrument-dissect- 
ing table with neoprene cork top is supplied. 


Write for further information on the other five models 
avai . 


Industrial Metal Giatures 


9997 HEMPSTEAD RD. 


NECROPSY TABLES 


HOUSTON, TEXAS 


~ 
MODEL 
No. 100 
HEAVY 
f STAINLESS 
STEEL 
PROFESSIONAL 
DESIGN 
QUALITY 
ONSTRUCTION 
Five 
= 


11-16 American Society of X-Ray Techni- 
cians, Cincinnati (Netherland Hilton 
Hotel) 

13-15 Advanced Personnel Administration. 
Chicago (AHA Headquarters) 

13-17 American Medical Association, Miami 
Beach (Miami Beach Hall) 

19-21 Michigan Hospital Association, Tra- 
verse City (Park Palace Hotel) 

20-22 Mississippi Hospital Association, Bil- 
oxi (Buena Vista Hotel) . 

20-24 Basic Hospital Pharmacy 
(Ohio State University) 

20-24 Dietary Department Administra- 
tion, San Francisco (Whitcomb Hotel) 

24-26 Comte des Hospitaux du Quebec, 
Montreal (Show Mart) 

26 July 1 American Physical Therapy As- 
sociation, Pittsburgh (Penn-Sheration 
Hotel) 


Clarifying the education 
and role of 
tomorrow's nurse 


(Continued from page 41) 


brighter as a result of the willing- 
ness of the leaders of the National 
League for Nursing and the Amer- 
ican Hospital Association to ex- 
plore cooperatively approaches to 
the solution of the problem, which 
would strengthen the future of 
hospital schools of nursing. 


| 


ther ere are 


J ALL KINDS 
of BANDS 


but only one 


Registered ot 
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Both the NLN and the AHA 
must develop more productive 
channels of communication be- 
tween hospital administrators and 
faculty members of schools of 
nursing. The ultimate objectives 
of both groups are quite similar: 
to educate a nurse so that she will 
be better prepared for her place in 
the hospital scheme. Administra- 
tors of institutions conducting pro- 
grams for the education of 
students of nursing have an ad- 
ministrative responsibility for the 
conduct and the quality of such 
programs. The chief executives of 
hospitals possess clearly defined 
authority and are directly respon- 
sible to the governing board for 
all services and programs. Al- 
though administrators must dele- 
gate adequate authority and re- 
sponsibility to directors of the 
school of nursing, they must bear 
ultimate responsibility. 


Russell A. Nelson, M.D., presi- 
dent of the AHA, clarified the po- 
sition of the Association in his 
presidential address. “Nursing 
education standards are primarily 
a concern for nurse educators—not 
hospital trustees, administrators, 
doctors or educators from other 
fields .... However, nursing schools 
are not independent of their par- 
ent bodies—hospitals, colleges or 
universities—and any accrediting 
program in order to survive must 
have the support of these parent 
organizations.” 

In the Statement of the Ameri- 
can Hospital Association With Re- 
spect to Hospital Schools of 
Nursing, the responsibility of the 
faculty for defining educational 
objectives and for evaluating edu- 
cational outcomes, on the basis of 
changing demands on nursing and 
recognized standards of perform- 
ance of nurses, is clearly recog- 
nized. This issue of faculty rights 
and privileges and the role and 
relationship of national organiza- 
tions in developing and controlling 
standards for the education of pro- 
fessional students must be clari- 
fied. | 

Improvement of existing pro- 
grams can and should result from 
the cooperative efforts of the NLN 
and the AHA. Rather than lower- 
ing standards, these efforts should 
assist schools of nursing to achieve 


a level of excellence which will 
guarantee a high level of perform- 
ance on the part of graduates. Al- 
though cooperative efforts in the 
support of nursing school accred- 
itation are increasingly evident on 
the national level, hospital admin- 
istrators must become more active 
in the affairs of state and local 
leagues for nursing related to nurs- 
ing service and nursing education. 
Hospital administrators are eligi- 
ble for membership and effective 
action programs are more likely 
on the local level. 

The challenge of the sixties is 
the development of a collaborative 
action program on the part of 
nurses, hospital administrators and 
physicians which will result in 
consistent approaches to the prob- 
lems affecting the quality of nurs- 
ing service available to the public. 
The writer’s prediction is that the 
magnitude and serious nature of 
the problems will cause them to 
take precedence over the vested 
interests of any single group or 
organization. . 


Can Blue Cross 
save its life? 


(Continued from page 46) 


themselves readily to a national 
audience. Television, radio, in- 
creasing quantities of literature 
and rapid air travel have all but 
obliterated the last vestige of local 
isolation within our country. The 
conclusions are obvious for Blue 
Cross. Its survival depends upon 
its presentation as a national prod- 
uct. 

If Blue Cross is to continue and 
if the premise is accepted that 
there has to be a continuing part- 
nership between Blue Cross and 
hospitals, then, to make this pos- 
sible, there must be a renewed 
unity calls for strengthening the 
parties. Achieving this vigor and 
unity calls for strengthening the 
relationship of the two parties, so 
that they can build an administra- 
tive structure that is strong and 
effective for mutually agreed upon 
goals. We have talked glibly in the 
past of this partnership. We are 
now at a crossroads that calls for 
more than glib conversation. The 
situation at this time is a crucible 
in which there must be concrete 
demonstration of intention and ac- 
tion. & 
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“Auxiliary 
eader 


It’s new for 1960—The Hospital Auxiliary Newsletter—with a new name, “The Auxiliary 
Leader, Journal for Hospital Auxiliaries,” and a new look in digest size. It’s quick and easy to 
read with its all-new styling. It will easily fit into a handbag. The journal will serve as a 
medium through which your auxiliary and others can exchange ideas: learn about new proj- 
ects; successful orientation programs; careers recruitment efforts; gift shop operations; fund 
raising campaigns; public relations activities ; and many other exciting ideas. The journal also 
keeps you informed of problems facing hospitals. No increase in subscription prices: $2. For 
further information write: American Hospital Association, 840 North Lake Shore Drive, 
Chicago 11, Illinois. 
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JANUARY 1, 1960 
WANTED 


MANUFACTURERS RESENTATIVE: 
Wanted, calling on hospitals and clinics, 
commission basis. Potential large earnings 


and repeat business. Expand company. 
Address HOSPITALS, Box 5-68, 


™ j§ FOR SALE 


MICROFILM LABORATORY REPORT 

SLIPS: “Micro-Seal’”’ lab slips can be mi 

filmed from fully visible slips, six at a 
ing each 


Write for information and samples 
The Steck Company, Box 16, Austin 


INSURANCE FORMS: Standard hospital 
-insurance forms, fully approved by AHA 
and State Association. Write for informa- 
tion and samples from The Steck Com- 
pany, Box 16, Austin 61, Texas. 


: POSITIONS OPEN 


DIETITIAN-TEACHING: To teach nutri- 
tion and diet therapy in three-year inte- 
grated program, 180-200 students. Member 
of A.D.A. and teaching experience re- 
quired. Part-time assistance by present 
instructor until her retirement in June 
1961. Salary commensurate with educa- 
tion and experience. Apply Director of 
| Allentown Hospital, Allentown, 
Pennsylvania. 


ASSISTANT DIRECTOR OF ANESTHESI- 
OLOGY: 500 bed charity hospital, new 
building to be occupied in 1960, well 
equipped, ten operating rooms, recovery 
room. Excellent training programs in all 
specialties, twenty Interns, thirty-five 
Residents. Teaching program supervised by 
board certified physicians on staff. Eligible 
for board certification, California license 
required. Salary $1,096-$1,322, good climate 
rapidly growing community. Contact Medi- 

Director, Santa Clara County Hospital, 
San Jose, California. 


REGISTERED PHARMACIST for 60 bed 
—< hospital in S. W. Colorado. Apply 

Ha Clark, Adm. Southwest Memorial 
, Cortez, Colorado. 


REGISTERED COMBINATION X-RAY 
AND LABORATORY TECHNICIAN: 
Twenty-six bed hospital. College town of 
4,000. irty minutes from large metro- 
litan center. Apply Administrator, Crete 
unicipal Hospital, Crete, Nebraska. 


ASSISTANT DIRECTOR, NURSING SERV- 
ICE: 300 bed JCAH accredited hospital in- 
cluding 34 bassinets; NLN fully accredited 
school, 100 students; affiliate students from 
Practical Nurse School. B. S. required. Ex- 
perience in In-Service Educational Pro- 
= desirable. Address HOSPITALS, Box 


Hospi 


CHIEF MEDICAL RECORD LIBRARIAN: 
An excellent opportunity in a modern and 
progressive hospital in the Midwest. Un- 
usually starting salary and periodic 
reviews. Our extensive benefit program 
includes three weeks vacation one 
year and four weeks after five years. 
Address HOSPITALS, Box J-66. 


ASSISTANT MEDICAL RECORD LIBRAR- 
IAN: 670 bed general hospital with large 
Out Patient Service. I.B.M., Terminal Digit 
and Soundex Procedures. Opportunity to 
supervise large staff. Liberal personnel poli- 
cies. Apply Personnel Director, Harper 
Hospital, Detroit, Michigan. 


- PEDIATRIC: Director of N Service; 
* modern, well-equipped 40-bed, fully ac- 
credited General Children's Hospital. De- 
and experience in Pediatrics pre- 
erred. Salary commensurate with 
ualifications. Apply Administrator, 
ridge Children’s Hospital, Tacoma 5, 
Washington. 


X-RAY TECHNICIAN: Michigan Hospital, 
Female, registered or good experience. 
Living quarters available. 
me and required. A 
TALS, Box J-63. 


ERTISING 


: ADA member, 


loop. Well equipped Dietary Department. 
Regular hours. 1 month vacation and other 
liberal benefits. Salary commensurate with 
ability. ly Miss M. L. Schoeneich, 
Chief Die , Memorial Hospital, Elm- 
hurst, Illinois. 


MEDICAL RECORD LIBRARIAN: regis- 
tered or eligible, two challenging 
tunities for professional development in 
medical records department of Johns Hop- 
kins Hospital. To a mature person, skilled 
in supervision, we offer a salary commen- 
surate with ability, paid holidays, vacations, 
sick leave and other benfits. Resume 
Miss Ann Ball, Director, Medical Records 
and Statistics, The Johns Hopkins Hospital, 
Baltimore 5, Md. 


OBSTETRICAL CLINICAL INSTRUCTOR: 
Responsible to Obstetrical Coordinator for 
a and executing clinical instruc- 
on and supervision. Assists with formal 
instruction, as necessary. Concurrent teach- 
ing and clinical experience. 180-200 stu- 
dents. M.S. degree and one or more years’ 
experience desired. B.S. degree with broad 
experience considered. Salary commen- 
surate with education and experience. 
Apply Director of Nursing, entown 
Hospital, Allentown, Pennsylvania. 


DIRECTOR OF NURSING: Master’s degree 
in administration desired; applicant with 
experience preferred. Full responsibility 
for coordinating the educational program 
and nursing services; an associate director 
employed for both programs. 156 bed gen- 
eral hospital; 72 students in the school. 

ary commensurate with qualifications. 
Contact Administrator, St. Margaret Me- 
morial Hospital, Pittsburgh, Pennsylvania. 
Telephone Mayflower 1-3100. 


DIRECTOR OF NURSING SERVICE: Op- 
portunity to participate in the further de- 
velopment and improvement of nursing 
service in a recently established university 
hospital. This hospital is J approved 
and now has 300 beds open with expansion 
to 441 beds. Qualifications will include a 
masters degree and administrative experi- 
ence in a teaching hospital. Academic ap- 
pointment commensurate with qualifica- 
tions and teaching experience. The Medical 
center is comprised of the school of medi- 
cine, the school of nursing and the hospital. 
This teaching and research center, located 
in a university town, offers a stimulatin 
environment. Liberal vacation and sic 
leave, group hospitalization and life in- 
surance program, and retirement program. 
Salary dependent upon <ialifications and 
experience. Write Associate Director, Uni- 
versity of Missouri Medical Center, Co- 
lumbia, Missouri. 


OPERATING ROOM COORDINATOR: For 
500 bed General Hospital. Average of 800 
operations per month. Has supervisor to 
assist with service responsibilities, and 
clinical instructor to assist with student 
teaching. M.S. degree with experience 
desired. B.S. degree with broad experi- 
ence will be considered. ry commen- 
surate with education and experience. 
Apply Director of Nursing, Allentown Hos- 
pital, Allentown, Pennsylvania. 


ADMINISTRATOR: 33-bed county owned 
and operated hospital, town of 1500. Rural 
coal mining community. 2 MD’s on staff. 
Hospital must be self supporting, no county 
grants. Starting salary : ust have 
experience, training and references. Im- 
mediate yo Contact Webster Count 
— Hospital, Webster Springs, 

a. 


NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with private 
group. Two full time M.D.’s, four Nurses, 
all Agents & Techniques. odernization 
rogram going on. Two and one-half hours 

m Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal. Norwich, Connecticut. 


ASSISTANT ADMINISTRATOR: Eastern 


Teaching Hospital over 400 beds. Experi- 
— _— Send resume to HOSPITALS, 
. 


PHYSIO-THERAPIST: 300 bed general 
hospital. Apply Administrator, St. Joseph's 
Infirmary, Atlanta, Georgia. 


REGISTERED NURSE: Administrative Su- 

pervisor in Operating Suite. Unusual op- 

in active department 
large midwestern hospital 

week, 3 weeks annual vacation, liberal 

salary, merit increases. Experience is es- 

sential. Address HOSPITALS, Box J-64. 


ASSISTANT MEDICAL RECORD LIBRAR- 
IAN: poe open. Contact Administrator, 
Holy Family Hospital, Manitowoc, Wis. 
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WOOD WAR 


FORMERLY AZNOES 
18d \.Wabash- Chicago, 


RAndolph 6-5682 


Med Dir; outstanding, very-ige rs MW. 
(b) Genl, JCAH hsp, 100 bds; $12,000; MW. 
(c) Med Dir; new post; supervise entire 
welfare prog; to $18,000; consider retired 
MD; Fla. (d) 100 bd, vol, genl, JCAH; 


New genl hsp; $18,000; excl fringe bene- 
fits; not too far from n Francisco. (g) 
100 bd, vol, genl JCAH; Ohio. (h) 
— services, 40 bd hsp; 50 residents; 20 
terns; med schl affild, 2 univs; $1700- 
$2100; MW. (i) Asst; female only; w/MHA; 
enl hsp increasing to 250 bds; sal nego- 
ated; no mtce; lovely res twn 20,000 nr 
metropolis; E. (j) Asst; under 40; fully- 
apprvd, 250 bd, vol, genl hsp; excl Board; 
coll twn 60,000; NW. 


ADMINISTRATIVE POSTS: (k) Full 
charge, admitting ofc & discharges; 3 
hsps univ. med. cntr; supervise 
dept of 30; about $5000; MW. (1) Personnel 
Dir; male or female; univ hsp, 400 bds; 
E. (m) Purchasing Agent; supervise print- 
ing dept; 450 ull-apprvd, gen vol 
hsp; twn 70,000; MW. 

DIRECTOR OF NURSES: (n) Serv only; 
req’s MS, abil reorg dept; 200 bd genl 
hsp; $7800; MW univ twn 25,000. (o 
Req’s qual nurse adm, hd serv, schl enro 
150; coordinate both depts, qual assts in 
each; 375 bd gen hsp expandg to over 
a very lge med staff: capital, coll city, 


EDUCATIONAL DIRECTORS: (p) Dir 

in well — 
schi, affil local coll; enrol 
Ss twn 30,000. (q) Req'’s MS; plan for 
2 yr curriculum to offer assoc in sci de 
nurs’g ed; full faculty status, SE ; to 
$8000, 12 mo yr. 


EXECUTIVE HOUSEKEEPERS: (r) Full 
chge, 500 bd, genl unit, 250 bd conv unit; 
med schi affil facil; $6000, liberal pers pol; 
ideal Pac NW loca. (s) Supr 20 emp! in 
busy Sept. 200 bd, vol, genl hsp; resid 
city 40,000; MW. 


NURSE ANES1HETIST: (t) 40 bd. 
hsp, wkg twd JCAH accred; to ; MW 
resort twn 12,000. (u) Join 2 in dept; 200 
bd apprvd gen hsp; to $6800; So. 


PHYSICAL THERAPISTS: (v) By FP 10 
MD’s, own modern clin bidg & 1 sml 
genl hsp; $5400, 5% income of dept; 
resid twn, MW. (w) Chief; hd new re- 
habil cntr, 200 bd vol gen hsp; min $6000; 
Ill coll twn. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


(a) Med. Dir., intl. renowned med. plan 
servicing 60,000; direct 60 physicians, ape 
O.P. clinic, projected hosp.; East; (b) 
Med. Dir., new O.P. rehab. ctr; develo 
med. programs; good opport. semi-reti 

or retired m; resort area (c) Dir. 
Med. educ. and research outstanding US. 
univ. affil. tch. inst.; new dept. top salary 
well qual. person; (d) Adm., 400 bed ~ 
med. college affil; approved nursing : 


HOSPITALS, J.A.H.A. 


DIETITIAN Therapeutic 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago's 
D. 
from “4 
61, Texas. 
very co-op Board; $12,000; Maine. (e) 
Exec Dir; State . assn; $12-15,000. (f) 
| 
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MEDICAL BUREAU (Cont'd) 


20, 
= to 110: $12,000, M.W. (f) Asst. Adm., 
=. hosp, expansion to 400 by 1962; near 
; (g) Adm. Asst.; new 
350 bed tch. hosp; $7000; H-1 


ADMINISTRATIVE PERSONNEL: (a) 
Clinic Bus. Mgr.; dir. large med. group, 
Southern Cal; (b) Public Relations Dir., 
bidg. 6 million; 400 beds non-sect. 
hosp.; M.W. (c) Personnel Dir. 350 bed 
hosp., N.Y. new position; $8000; (d) Food 
Dir., East, $7000 up; H-2 


ANESTHETISTS: (a) 
sibility with another anes. nears 
wealthy oil ctr, Tex.; $8500; tb) 

act as Dir. of urses; 30 bed hsp. S.W. 


Florida resort city $6000; OR,; top 
ry, plus call; (d) Charge of ans. serv- 
ice, sma near Cincinnati; ex- 


cellent financial (e) Anes. 
act as Adm. new 18 bed hosp. Calif; H-3 


: (a) Chief 150 
N.Y.; $6500 up; (b) Dietitian 50 ag hosp., 
Texas $5000; need not be A.D.A.; H-4 


DIRECTORS OF NURSING: (a) Stro 
admin. ability for nursing serv. 500 
hosp.., alif. location; to (b) 
Dir nrs. se l; bed 


rv. and schoo : 
150 natl accred. school; 


. Fla. Coast; $5000 uy 1 (d) Direct nurs. 
serv., small school, Tur ; modern hosp. 
paid air travel; H-5 


EXECUTIVE HOUSEKEEPER: 200 bed 
Tr commuting distance N.Y.C.; to $6000; 


MEDICAL RECORD LIBRARIANS: (a) 
Chief, well est. dept., 250 bed hosp., col- 


tant, 80 bed hosp.; large military inst). 
(c) Record Librarian, complete respb. 35 
bed new hosp.; Maine seacoast town; sum- 
mer ocean resort; good salary, exc. living 


ADMINISTRATOR: for Chronic a 

137 beds. Excellent opportunity 

rienced and willing in 

—— m be in writing and a will’ be 

an en e osp 


NURSE ANESTHETISTS: to complete staff 
of three for 85-adult pus > hospital. Situated 
on Pennsy pike be- 

Mise” M person- 


poiicies—Apply orsky, 
C.R.N.A., Memorial ord 
County ty or telephone Co t-Dedtond 655. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Il. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 
Employment 


Specialized Service for 
Medinat and Hospital Personnel. (Men 


and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, P sicians, Directors of Nurses, 
Physical erapists, Occupational Thera- 
Engineers, Plant Superintendents, 
rmacists, Medical Record Librarians, 
Anesthetists. Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, Ray Technicians, 
Service Managers 

applicants are kept actotiy, confidential. 


POSITIONS WANTED 


HOSPITAL FOOD SERVICE MANAGER: 
Commercial and Hospital experience. Col- 
lege degr. Full background of quality food 
service. Employee training. Excellent ref- 
erences. Employed. Will relocate. Address 


WOOD WAR 


FORMERLY AZNOES 


RAndolph 6-5682 


MEDICAL ADMINISTRATOR: 10 yrs, priv 
pract, surg; many yrs, tchg exper; for- 
oughly familiar, rn res g 
problems; prefs county-ty hsp, 100 
up w/attendg staff, intern & res trng 
oppor do some clinical surg; age 51; 
recommended; any locality. 


yo MINISTRATOR: FACHA; many years 
h-level admin exper; presently, Super- 
ndent, 506 bd, genl hsp; avai able im- 
for top irge hospital; 
prefers est; recomme 


ASSISTANT ADMINISTRATOR: B.S. (Ac- 
sage MS, Hosp Adm; 2 yrs, Bus 

bd hsp; 2 rs, Admin Asst, 700 
og nominee ACHA; seeks Asst Dir- 
shp, ige fully-approvd hsp; Age 33 


ks chi chiefs 380 up 
Osps, Pp, pa 
late 30’s; Dipl, clinical, anatomy; immed 
available. 


PATHOLOGIST: 35; 3 yrs, Chief, lab serv, 
USAF anatomy; ASCP, FACP: 
prefers ind, tll, Ohio, consider 
others available Fe "60. 


RADIOLOGIST: 36; 3 yrs, asst prof, rad 
& assoc rad, = univ ape hsp post 
on % basis; draft exem 

therapy, isotopes; a 


RADIOLOGIST: Grad, NW univ, S of M; 
excl res under eminent specialist; 5 
rad, impor hsp & rsrch ge pl. 
diagn c, thera A radium; military o 
ligations comp late 30’s; available 


conditions; H-7 HOSPITALS, Box J-67. Feb 
a correspondence course 
HOSPITAL ACCOUNTING 
offered jointly by 
THE AMERICAN HOSPITAL ASSOCIATION 
and 
THE HOME-STUDY DEPARTMENT OF oe 


THE UNIVERSITY OF CHICAGO 


(Business NC175).. especially for bookkeepers, office managers, administrators, head nurses, 
and others in hospitals of 10O beds or less who wish to improve their efficiency and skill in 
Operating the hospital system of financial records. 


Gain a broad understanding of the theory and concepts that underlie double-entry 

accrual accounting. Learn extensive practical guides or rules for action as developed by 
the American Hospital Association. Develop specific accounting skills necessary for efficient 
hospital administration. Acquire familiarity with standard forms for hospital use. 


For further information write: The Homi-Study Department, The University of Chicago, 
Sixtieth at Dorchester, Chicago 37, Illinois. 
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CONTROL 
YOUR 


NERVE 


UNIFORM 
PORTIONS 


Hall Casseroles make portion control automatic. 
The capacity of the dish assures uniform serv- 
ings of the desired size—no need to depend up- 
on the server’s skill. Hall ware also provides an 
opportunity to prepare economical recipes which 
appeal to patients. Write for Bulletin SM-1. 


THE HALL CHINA COMPANY + EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking Chine 
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AVA ABLE F CHINA 
COLORS 
OVAL FISH CASSEROLE 
OVAL CASSEROLE—HANDLED 
NEW YORK CASSEROLE 
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THE ALL NEW 


Years of research in obstetrical posturing have been combined 
with a completely fresh design approach in developing the 
Amsco ‘800’ table. The result is an obstetrical table so compact, 
$0 maneuverable and so efficient as to be truly revolutionary in 
its advantages for operative as well as perineal route delivery. 
From the narrow, flowing lines of the flexible top to the 
permanent or portable power base... the “800” is new. 


Suery Feature 
e finger-tip controls 
; @ retractable foot section 
@ retractable 12” delivery shelf 
e ratchet type legholder sockets 
@ flexible head and foot sections 
e wide perineal opening for postpartum drainage 
... each is new, exclusive and vital to the convenience of the 
obstetrician and the welfare of the patient. 
Every hospital and every obstetrician will have a direct interest 
in this dramatically better table. Fully illustrated brochure 
TC-224-R is available without obligation. 
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